63 Lhe Journal 


| of the 
South Carolina Medical Association 


OFFICIAL ORGAN OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 
OFFICE OF PUBLICATION — FLORENCE, SOUTH CAROLINA 


VOLUME XLIXx : JANUARY, 1953 NUMBER 1 


INHALATION ANESTHESIA John M. Brown, M. D. 
THE ROLE OF THE EKG IN GENERAL PRACTICE James C. Shecut, M. D. 
THE PSYCHIATRIC COMPONENT IN ORGANIC DISEASE Orin Ross Yost, M. D. 
THE KEY TO PEACE Clarence Manion, J. D. 
HISTORICAL SIDELIGHTS--WYMAN PHYSICIANS OF SOUTH CAROLINA Joel W. Wyman, M. D. 


Editorials — Deaths — News Items —- The Ten Point Program 


c N.T & BT 
| 

\\ vie 

i’ 

q 


A) 


Apresoline 


Hydrochloride 
(brand of hydralazine Lydrochloride) 


for Control of Hypertension 


F better individualization of dosage with 
Apresoline, a new, 10-mg. tablet has been 
added to the 25-mg. and 50-mg. potencies. 
Apresoline is a relatively safe, single anti- 
hypertensive drug with minimal side effects, pro- 
viding benefits in many cases--complete control 
in some. It is recommended that Apresoline be 
used in severe hypertension and in those mild 
hypertensive patients who have not been ade- 
quately controlled by conventional regimens 
(diet, mild sedation, rest, etc.). The following 
considerations are important: 
Effective in essential hypertension with 
relatively fixed levels, early malignant hyper- 


tension, toxemias of pregnancy, and acute 
glomerulonephritis. 

Induces gradual and sustained reduction of 
blood pressure with no dangerous, abrupt fall 
on oral administration. 

Affords uniform rate of absorption and 
marked antihypertensive effectiveness. 

Increases renal plasma flow in marked con- 
trast to the decrease associated with certain 
other hypotensive drugs. 

Produces significant relaxation of cerebral 
vascular tone without decrease in cerebral blood 
flow. 

Side effects are minimal and often disap- 
pear as therapy is continued. 


Complete information regarding manner of use and clinical application available on request. 


Ciba Pharmaceutical Products, Inc., Summit, New Jersey 
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Inhalation Anesthesia 


Joun M. Brown, M. D.° +- 
Charleston, S. C. 


During clinical anesthesia, various narcotic drugs 
are brought into contact with the pleomorphic cellular 
structure of the body by employing one or a combina- 
tion of two possible methods. Firstly, the drug may 
be applied topically to the nerve endings or injected 
in the vicinity of the nerve cells. This is designated 
as regional anesthesia and affects a relatively limited 
urea of the body. Secondly, the drug may be intro- 
duced into the circulating blood and carried via the 
capillaries and surrounding extracellular fluid to all 
systemic structures of the body. This is designated as 
general anesthesia. 


The anesthetic gases and volatile liquids are usually 
introduced and recovered, almost in toto, through the 
pulmonary epithelium, thus constituting a technique 
known as inhalation anesthesia. This method of pro- 
ducing a graded, reversible, pharmacological de- 
pression of all the body tissues depends upon certain 
inherent mechanical, physico-chemical, and physio- 
logical processes of the body. 

I. ANESTHETIC DRUG AND TECHNIQUE OF 
ADMINISTRATION 

In general, the potency, physical characteristics, 
and pharmacological actions within clinically accept- 
able concentrations determine the value of a drug for 
inhalation anesthesia. Nitrous oxide requires an anes- 
thetic atmosphere tension of 600 mm. Hg., ad- 
ministered by a denitrogenating (semi-closed) tech- 
nique, to barely produce surgical anesthetic depression 
of the central nervous system. This drug, therefore, is 
barely within clinically acceptable limits because of 
its impotency. Trichlorethylene has a relatively high 
boiling point (87°) and is unstable in the presence of 
soda lime.1 As a result of these special characteristics, 
a pass-over technique must be employed for its ad- 
ministration to develop the required partial pressure 
in the inspired mixture of gases and to prevent peri- 
pheral nerve damage from decomposition products. 
Divinyl ether (Vinethene) is a potent and extremely 
volatile anesthetic agent (B.P. 28° C). It should not 
be administered by the semi-open drop technique 
because of the likelihood of overdosage and oxygen 
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exclusion by rapid evaporation of this drug beneath 
the mask. Decane, CH», is an example of a potent 
narcotic drug which cannot be utilized clinically be- 
cause of its high boiling point (168° C) and its in- 
significant solubility in tissue fluids. 

The administration of an anesthetic concentration of 
a suitable drug is not enough. In order to maintain 
tissue life and allow complete reversibility of the cellu- 
lar and enzymatic depression produced during anes- 
thesia, definite measures must be taken to provide 
adequate tissue oxygenation. The average adult con- 
sumes 250 cc.-300 cc. of oxygen per minute. Adequate 
oxygenation can be achieved and maintained during 
anesthesia only if the partial pressure of the oxygen 
in the inspired mixture of gases is sufficient to allow 
a cellular uptake of the necessary amount. In the 
presence of normal respiratory function and an 
adequate cardiovascular system, a partial pressure of 
152 mm. Hg. oxygen tension (20% of the inspired 
air) satisfies this requirement. 

The removal of waste metabolic products and cellu- 
lar carbon dioxide is necessary during inhalation anes- 
thesia. Investigations in our laboratory have shown 
that excessive concentrations of carbon dioxide which 
may be encountered during anesthesia produce, among 
other things, a direct decrease in the contractile force 
of the heart2 and probably play a greater role in anes- 
thesia difficulties than heretofore suspected. Inter- 
mittent positive pressure respiration often becomes 
necessary for the sole purpose of removing this carbon 
dioxide during severe respiratory depression, even 
though an increase in the partial pressure of oxygen 
in the mixture of gases is able to compensate for 
hypoxia secondary to the depression. 


II. PULMONARY VENTILATION 


Transportation of the anesthetic gases from the face 
mask to the alveolar epithelium is essentially a 
mechanical process. The act of breathing ordinarily 
provides free and rapid interchange of gases between 
the outside atmosphere and the alveolar air spaces 
through the formation of air currents and through 
simple gaseous diffusion. The pressure gradients and 
the molecular weights of the respired gases are factors 
which determine the diffusion velocity of a particular 
gas in this mixture. 
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Respiration is modified by numerous factors during 
anesthesia. These factors may produce a_ variation 
of the tidal air from 150 cc. to 3,500 cc. in the adult. 
Hyperpnea, for example, increases the number and 
surface area of functional alveoli and facilitates the 
mixing of intra-alveolar gases. Hyperpnea is produced 
clinically by surrounding an open drop mask with 
damp towels (semi-open technique), by omitting the 
carbon dioxide absorption canister, or by administering 
carbon dioxide with the anesthetic gases. Collins3 re- 
ports that the alveolar carbon dioxide concentration 
rises from .1% to 5% within three minutes when a 
total rebreathing technique is employed during  in- 
duction of anesthesia. 


Tachypnea frequently occurs from painful stimula- 
tion of surgery during light anesthesia. Under these 
circumstances, the respiratory minute volume usually 
increases; under other circumstances, such as the 
tachypnea of a crying child or that of hyperthermia, 
the respiratory minute volume usually decreases. In- 
duction of surgical anesthesia in many of the latter 
cases is extremely prolonged and difficult. Rapid 
respiration may indicate clinical hypoxia, severe car- 
bon dioxide excess, a pharmacological property of 
divinyl ether, or extremely active traction reflexes. 


Bradypnea and hypopnea usually indicate central 
medullary drug depression, obstruction of the airway, 
or excessive curarization, and account for a significant 
number of difficulties encountered during inhalation 
anesthesia. 


Apnea may result from conscious or subconscious 
breath-holding during the early stages of anesthesia, 
from rapid anesthetic depression of the medulla, or 
from the administration of high oxygen concentrations 
to emphysematous patients wherein hypoxia has be- 
come the only adequate stimulus to respiration. 


III. GASEOUS DIFFUSION 


Penetration of the semi-permeable alveolar mem- 
brane by the anesthetic gases involves various complex 
physico-chemical reactions. Under normal circum- 
stances, very favorable conditions exist for gaseous 
transfer. The membrane is only .004 mm. thick, the 
blood forms a thin layer about 1,000 sq. ft. in surface 
area, and the gases remain in contact with the blood 
between .5 sec. and 1.0 sec. 


Pathological changes in the alveolar membrane 
interfere with its permeability, thus disturbing gaseous 
transfer. A thickened alveolar lining of unknown 
etiology in the premature infant is thought to account 
for many difficulties encountered in resuscitation. 
Mucous and bronchial secretions may accumulate in 
the alveoli and form a barrier to diffusion; capillary 
transudates may be present. Chronic hypertrophic 
pulmonary emphysema is characterized by destruction 
of many alveolar walls with bullae formation. Pul- 
monary fibrosis with interstitial vascular changes 
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severely upsets the transfer of anesthetic gases, oxygen, 
and carbon dioxide. 


The diffusion velocity of an anesthetic gas through 
the semi-permeable alveolar membrane is important, 
since the blood remains in contact with the gas for 
less than one second. Such factors as the density of 
the gas, the water solubility, and the difference in the 
partial pressures of the gases on either side of the 
membrane (pressure gradients) determine this rate of 
diffusion. 


IV. CARDIOVASCULAR TRANSPORTATION 


Rapid movement of an anesthetic drug between the 
pulmonary capillaries and the capillaries of the tissue 
cells depends on a normally functioning cardio- 
vascular system. The anesthetist can effectively sub- 
stitute artificial respiration for a deficiency in the 
movement of gases from the nares to the alveoli, how- 
ever, nothing can replace an impaired circulation in 
the uptake and elimination of a narcotic drug. 


Tissue death occurs after severe impairment of the 
circulation for a short period of time. Hypoxia, over- 
dosage of certain anesthetic agents, carbon dioxide ex- 
cess, and hypotensiow of diverse etiology contribute to 
circulatory insufficiency. Many “unexplained” deaths 
during anesthesia are the direct result of insidious 
cardiovascular dysfunction. 


The uptake of an anesthetic by the blood is a pro- 
cess of differential solubility, and the proportion of the 
drug dissolved in the plasma or corpuscles during 
transportation varies as the oil/water partition co- 
efficient of that particular drug. With diethyl ether 
and nitrous oxide, the oil/water ratios are low and 
the anesthetic content of the plasma is greater than 
the corpuscular content; the reverse is true of ethy- 
lene, cyclopropane, and __ trichlorethylene whose 
oil/water ratios are high.4 No direct chemical com- 
bination has been demonstrated between the inert 
inhalation anesthetic agents and any blood fraction. 


V. TISSUE DISTRIBUTION 


The capillaries of the body form a closed system of 
vessels and the blood only comes into direct contact 
with the tissue cells in the liver and the spleen. Else- 
where, the cells are bathed by tissue fluid which acts 
as an intermediary, bringing nutritive material and 
drugs from the capillaries to the cells and removing 
the products of metabolic activity from the cells to 
the capillaries.S 


The arrival of an anesthetic drug at the tissue cells 
constitutes the final step of its transportation into the 
body. The uptake of the most commonly employed 
agents by the cells of a 70 kilogram man may vary from 
2,153 cc. of cyclopropane to 1,164,447 cc. of ether 
vapor. This absorption is exponential in character and, 
for each agent, occurs at a rate determined by the 
physical properties of the anesthetic and the magnitude 
of the absorptive capacity of the cells.6 
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As in the body as a whole, individual types of 
tissues absorb a given agent according to the lipoid- 
water content of that tissue, the oil/water partition 
coefficient of a specific anesthetic drug, and the cir- 
culating blood volume to that type of tissue. The 
brain, for example, contains a very high lipoidal con- 
tent and has an excellent blood supply. These factors 
predispose to its early narcosis. The tissues of other 
organs of the body such as the kidneys and the heart 
are depressed only with higher concentrations (or 
partial pressures). This demonstrates an additional 
important factor: that nervous tissue, as a general 
tule, has a lower threshold to depression by most of 
the narcotic drugs. In a properly conducted inhalation 
anesthesia, the concentration of the anesthetic in the 
brain is an effective concentration, while in non- 
nervous tissues, the concentration is usually below the 
minimal threshold concentration necessary to depress 
them to any appreciable clinical extent. 


The blood supply io adipose tissue is notoriously 
poor. This means that saturation progresses very. slow- 
ly; that the time factor involved in anesthesia, the 
relative solubility of the anesthetic agent in fat, and 
the proportion of the body fat to the remainder of 
the body tissues are factors in determining what mass 
or quantity of the anesthetic agent will be deposited 
in the fatty tissues of the body. 

The final mechanism of cellular and enzymatic de- 
pression is unknown. Narcotics act in or on the surface 
of living cells by altering some normal biological 
function of the cell. The following chain of events 
seems probable. An anesthetic drug is brought into 
contact with the cellular enzymes. The physical 
properties of the anesthetic such as its oil/water 
solubility or absorption capacity determine its affinity 
for the existing systems of cellular enzymes. When a 
critical threshold concentration has been attained, dis- 
placement of the normal biological substrate from the 
cellular enzymes results in the characteristic pharma- 
cological action of the narcotic. The process of carbo- 
hydrate metabolism has been implicated from experi- 
mental work on the specific cellular enzyme systems. 

Recovery from anesthesia is diametrically the re- 
verse process of induction. The partial pressure of the 
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anesthetic agent is reduced below that in the tissue 
cells when the mask is removed from the face, and 
the same mechanical, physico-chemical, and physio- 
logical processes act in reverse to remove the chemi- 
cally inert anesthetic gas or vapor to the exterior. 


SUMMARY 


During inhalation anesthesia, specific anesthetic 
drugs are brought into contact with all cellular struc- 
tures of the body via certain important mechanical, 
physico-chemical, and physiological processes in such 
concenirations as are necessary to produce a graded, 
readily reversible, pharmacological depression of the 
central nervous system. The narcotic drug and the 
technique of administration, pulmonary ventilation, 
gaseous diffusion through the alveolar epithelium, 
cardiovascular transportation, and tissue distribution 
throughout the body are obviously of importance dur- 
ing anesthesia. 

Recovery from anesthesia is a recapitulation in re- 
verse of the process of absorption wherein the chemi- 
cally unchanged drug is eliminated from the tissue 
cells to the exterior of the body. 
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The Role Of The EKG In General Practice 


James C. SHecut, M. D. 
Orangeburg, S. C. 


It has been my observation that since the advent of 
the medical specialities, the practice of general medi- 
cine has not kept comparable pace in its prestige of 
service that it had previously so deservedly earned. 


If one agrees with this, it should be apparent that 
a continuation of this pattern will eventually result 
in a siphoning away from general practice of those 
students with the more promising capabilities. The 
result of such a process would not leave an optimum 
residue of personnel to treat the majority of common 
diseases at the fundamental foundation of medical 
service, which, in most communities, is the general 
practice of medicine by the family doctor. 


Thus it is not presumptious to say that the practice 
of general medicine is at a place where a decision 
must be made to either continue to slide or else im- 
prove the quality of medical service it dispenses. As 
an example of one facet of this “crossroads” problem, 
I wish to present for consideration, the role of the 
electrocardiogram in general practice. 


There seems to be some prevailing consensus of 
thought among specialists and general practitioners 
alike that the electrocardiogram has no serious role in 
the hands of the general practitioner. With this in 
mind the following paragraphs are set down to chal- 
lenge this restriction as a fallacy. This attitude is 
markedly present in the newly graduated physicians, 
the occasionally snobbish specialist, and unfortunately, 
appears to be developing in the minds of a large num- 
ber of the lay public whose bodily welfare we are all 
endeavoring to improve. 


I fully realize that at the present time this is a 
controversial subject, but I am also aware of the fact 
that a large segment of the public is denied the 
satisfaction of a complete cardiac evaluation at the 
general practitioner’s office. This serves as a handicap 
to the patient and the practitioner, as well as to the 
advancement of general medicine because by virtue of 
the increasing prevalence of heart malfunctionings, it is 
necessary that the majority of the cases be diagnosed 
and treated by the general practitioner. 


The general practitioner's approach to the problems 
of the operation and interpretation of the EKG must 
be with an honest desire to gain the knowledge neces- 
sary to insure accurate diagnoses so as to properly 
treat his patient. This service must not be denied the 
public at the fundamental foundation of medical 
practice, namely, the general practitioner. It is in- 
cumbent upon the forward looking practitioner to de- 
velop his diagnostic repertoire to include this ad- 
junctive procedure. By the same token it is urgent 
that the medical school curriculum be adequately de- 


veloped to susiain this service by properly preparing 
its graduates. 


It is fallacious to assume that a graduate of a modern 
medical school is not mentally equipped to master the 
fundamentals of the major EKG tracings in a manner 
which will enable him to differentiate the normal from 
the abnormal, and to exercise proper judgment in 
referring the indicated abnormalities to the cardiologist 
for consultation. There may be those who argue that 
the G. P. might be reluctant to refer these cases for 
specialized study, but to imply that the G. P. might 
usurp this privilege is to say that the physician who 
does general practice is of lesser moral calibre than is 
characteristic of his profession. In my opinion this does 
not warrant further comment. My own belief is that 
when the E. K. G. becomes a frequently used tool in 
the hands of the conscientious practitioner, there will 
be a closer understanding between practitioner and 
specialist. The end result will be an enhancement of 
medical service for the individual patient, and in all 
likelihood, an increase in the number of referred ab- 
normalities to the consultant. 


With the above prefacing the reasoning for why the 
G. P. should develop the use of the EKG in his prac- 
tice, I will move quickly into outlining, with a few 
side comments, what he can quickly and easily learn 
to do for his patient with this instrument as I have 
done by experience and study in my own general 
practice. 


He should be able to interpret certain standard pat- 
terns. 


I. THE NORMAL EKG 


First and most important he must know and recog- 
nize the normal EKG with its usual deviations as are 
found in different age groups, in different types of 
body builds, and in certain of the more common chest 
and spine deformities. 


A. Fundamentally, the normal time intervals of 
significance are: The P-R interval, QRS duration, the 
QT interval, the duration and amplitude of the P, 
QRS, T, and U waves. He must thoroughly understand 
that the PR interval represents the time required for 
the cardiac impulse to travel from the pacemaker in 
the sino auriculer node into and through the special- 
ized ventricular conduction system known as_ the 
bundles of His. The initial activation of the ventricular 
myocardium is represented by the QRS duration, and 
the entire duration of ventricular systole is represented 
by the interval from the beginning of Q to the end of 
T. The RST segment represents the electrical state of 
the heart during the height of systole and is usually 
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at the isoelectric level and is an important part of the 
EKG. A thorough recognition of these normal de- 
flections in the standard limb leads and in CF4 in the 
precordial lead, is of primary importance. After learn- 
ing this then one can discern any pathological devia- 
tion from the normal in the analysis of the EKG. 


B. The False Cardiacs must be considered as a 
special heading under the normal EKG. Individuals 
who believe themselves to be cardiacs, and, who are 
erroneously considered as such, are legion in number 
in the practice of any G. P. For practical purposes they 
may be divided into two groups. 


Group I would include those who are healthy but 
believe themselves to suffer from a cardiac affection 
because their father or grandfather died from a cardiac 
disease or because they have succumbed to the sug- 
gestive power of self-styled pseudomedical publica- 
tions and the like. 


Group II would include false cardiacs with func- 
tional disorders. 


Some of the presenting complaints of these persons 
are: 


a. Pain 


Pain at the level of the left hemithorax and arm 
suggestive of angina pectoris. It must be borne in 
mind that extra cardia factors may provoke this pain 
radiation, among them myalgia of the pectoralis major 
muscle, chronic mastitis with exacerbation at the time 
of the menstrual cycle, intercostal and cervico-scapulo- 
humeral neuralgia among other neuralgias, and _pul- 
monary embolism. The location of the pain must be 
mapped out on the patient’s chest by him to avoid 
false impressions. Angina is always a midchest pain 
regardless of radiation points. 


b. Dyspnea 


Dyspnea is not always of cardiac origin and may 
be provoked by effort in the obese, by the presence 
of respiratory affections, mediastinal neoplasms, 
chronic emphysematous bronchitis, asthma, or a re- 
sult of psychosis, and many other reasons not directly 
associated with the heart. Sighing respirations also are 
often called shortness of breath by the layman, and 
when in doubt, the patient should be requested to 
demonstrate how he acts when “short of breath.” 


c. Palpitation 


Palpitation is more often on the basis of emotional 
factors. Hypermetabolism and stimulants such as tea, 
coffee, tobacco, or drugs are also frequently en- 
countered causes. Palpitation from cextrasystolies is 
seldom of pathological significance. 


d. Tachycardias 


Tachycardias often have an extra cardiac origin as 
from acute or chronic infections, digestive, nervous, 
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toxic, and thyroid conditions, and rarely in vitamin 
deficiencies as in beriberi. It is important to distinguish 
between sinus tachycardia and tachycardias of auri- 
cular, nodal, or ventricular origin as early as possible 
hecause of the prognostic and therapeutic implications 
and this cannot be correctly done without the use of 
the electrocardiogram. 


c. Bradycardias 


Sinus bradycardia may be primary, as that observed 
in normal but vagotonic individuals, and in athletes. 


f. Blood pressure readings and murmurs 


Emotional individuals show hyperiension due to 
their individual temperament. 


Organic murmurs must be distinguished from func- 
tional ones. 


The EKG can often be of help in these cases. 


I feel that neither group is going to be reassured, 
or, perhaps, cured without the benefit of a thorough 
physical examination; and an_ electrocardiographic 
tracing must be included nowadays. 


The false cardiacs should never be told that they 
suffer from a cardiac lesion unless the diagnosis is 
absolutely certain. On the other hand, they should 
never be told that their complaints are imaginary. 
Such patients must be reassured and, if the general 
practitioner has gained the confidence of the patient, 
he will succeed in convincing the false cardiac that 
the heart is healthy, or the disturbance is due to some 
other condition. It is in this category that the G. P. 
should excel for it is only he who has had the op- 
portunity to gain a large history of, and insight into, 
his patient through the years of life, death, childbirth, 
and _ sickness. 


Il. THE ARRYTHMIAS 


The EKG is at its greatest precision in this group 
of disorders which cannot be properly approached 
without its help. The G. P. should readily recognize 
the following: 


a. Sinus arrythmia—not an abnormal occurance. 


b. Auricular premature beats—often showing in- 
verted P waves in Leads I & II. 


c. Auricular paroxysmal tachycardia—with an auri- 
cular and ventricular rate of 130-120 per minute. 


d. Auricular flutter~showing an auricular rate of 
240 to 260 with the ventricular rate approximately 
one-half that, and large rhythmic movements of the 
hase line. 


e. Auricular fibrillation—with its characteristic ir- 
regular waves. 


f. A V nodal rhythm—with its slow rate. 
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g. Ventricular premature beats—characterized by 
wide waves of unusually large amplitude, and often 
of electrical activity opposite to that of limb leads I 


or III. 
h. Ventricular paroxysmal tachycardia. 


i. Ventricular fibrillation—resulting in and usually 
occuring at death. 


j. Auriculo ventricular block—complete, with a nor- 
mal auricular rate and a slow ventricular rate usually 
in the range of 30 to 35 per minute—partial, with a 
prolonged P-R interval. 


k. Bundle Branch Block—characterized by wide 
QRS complexes. Left bundle branch block showing 
them to be upright in Lead I and inverted in Lead III 
while right bundle branch block shows them upright 
in Lead III and inverted in Lead I. However, bundle 
branch block occasionally is diagnosed only in the 
chest leads. 


1. Sino-auricular block—in which the reart rate is 
usually reduced to half. 


Ill. ETIOLOGICAL TYPES AND PATTERNS 


There are certain changes of complexes character- 
istic of specific diseases and conditions that the G. P. 
can and should be prepared to readily recognize; in 
particular, the effect of coronary heart disease and 
acute myocardial infarction on the S-T segments and 
T waves, and of valvular disease or hypertension on 
axis deviation to right or left resulting from unilateral 
strain. Included in this group is the digitalis effect. 


1. Hypertensive Heart Disease—Systemic 


Changes in the eclecirocardiogram more often than 
not antedate other evidence of hypertensive strain as 
evidenced by a slight depression of the S-T segments 
in Lead I and a lowering of the T waves in Lead I. 
And finally as the left ventricular enlargement pro- 
duces left axis deviation, the characteristic type EKG 
of left ventricular enlragement is readily discerned. 
That is, marked left axis deviation with inverted TI, 
and perhaps TCF4 inversion or low voltage with S-T 
segment drift. Furthermore, it must be kept in mind 
that superimposed premature beats are not rare, and 
that evidence of coronary heart disease, auricular 
fibrillation paroxysmal or continuous, may complicate 
the pattern. 


2. Hypertensive Heart Disease — Pulmonary — Cor 
Pulmonale. 

The electrocardiogram shows. well marked right axis 
deviation characteristic of a dilated right ventricle 
manifested by the development of the S in Lead I, Q 
in Lead III, and often inversion of T 3. 


3. Coronary Heart Disease 


Coronary insufficiency and myocardial damage due 
to coronary artery disease and obstruction is best 
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evaluated with the aid of the electrocardiograph. The 
electrocardiograph abnormalities produced by cor- 
onary heart disease are legion and include all the 
arrythmias, as well as defects of the individual com- 
plexes. It is possible to distinguish between the acute 
and chronic effects of coronary heart disease. In ad- 
dition it is also possible to locate through the EKG the 
region of the heart infarcted by any acute coronary 
occlusion if multipple chest leads are employed. 


Classically there are several patterns which are 
seldom erroneously interpreted as being clear cut 
indications of acute myocardial infarction. 


A. Anterior or apical left ventricular infarct in an 
uncomplicated case during the first few hours or days 
is recognized by the convex elevation of the S-T seg- 
ments in Lead I and a concave depression of the $-T 
segment in Lead III; there may or may not be a Q 
wave introduced in Lead I. One can follow its evolu- 
tion during the first week by watching the S-T seg- 
ment tend to return to their normal levels and the T 
waves showing a late dip and perhaps becoming 
deeply inverted in Lead I. Summarized, this is known 
as the QI T1 type. 


B. Basal or posterior myocardial infarction classical- 
ly produces in the acute stage an elevation of the S-T 
segments in Lead III and depression of the S-T seg- 
ments in Lead I. Likewise the evolution of this type 
infarct may be followed by the tendency of Lead I to 
return to normal while Q waves appear or become 
more pronounced in Lead HI and the T waves in Lead 
III become inverted or more inverted than they were. 
With healing, the electrocardiogram tends to return to 
a more or less completely normal form, Q3 and _ in- 
verted T3 remaining as the only evidence of scarring, 
resulting in the EKG of posterior infarction, known as 
the Q37T3 type. But since these latter findings may 
occur normally, their diagnostic value is but slight 
unless electrocardiograms have been taken before the 
illness with which the more recent records can be 
compared. And herein lies one of the most important 
indications for the G. P. to be familiar with and use 
the EKG in his more detailed physical examinations. 
In this way a growing and valuable stock of recorded 
EKG tracings will be available for future reference by 
the G. P. or the consultant in the event of any doubt- 
ful cardiac illness occuring in the future. 


In my opinion, infarction elsewhere in the heart, 
and combinations of infarcts, will be best handled in 
consultation with a competent cardiologist; however, 
in event of a combination of infarcts, the practitioner's 
library of previous EKG’s will be of great value to the 
consultant. 


4. Pericarditis—Probably best left to the interpreta- 
tion of the cardiologist. 


5. Drug Action 


A. Digitalis in moderate to full dosage usually de- 


January, 1953 


presses the S-T segments and in toxic amounts causes 
marked sagging of the S-T segments, inversion of the 
T waves, and even prolongation of the P-R intervals 
plus ventricular .extrasystolies. 


B. Quinidine sulfate is useful because it has a toxic 
action upon the heart in that it slows the rate of the 
auricular circus, and is useful in transforming fibrilla- 
tion into flutter, and flutter with a fast auricular rate 
to flutter with a much slower rate, thus hoping to 
restore the normal rhythm in most cases. Since the 
proper dosage must be individualized, it is well to be 
familiar with the signs of overdosage. 


Harmful toxic effects from Quindine may be besi 
discerned in the electrocardiogram and usually evi- 
dence themselves as the following: 


a. Marked increase in ventricular rate. 
b. Bundle branch block (temporary ). 
c. Depression of either S-a or a-v nodes. 
d. Prolongation of Q-T intervals. 
C. Atropine 
a. Sino-auricular tachycardia, perhaps. 
D. Tobacco 
a. May elevate heart rate and blood pressure. 


The detailed action of drug action on the heart as 
reflected in the EKG may be found in any reputable 
published volume of electrocardiography. 


Studies to be referred to the Cardiologist 


1. Complexes of Precordial leads other than the 
apex precordial lead. The G. P. investigator should 
familiarize himself with the apex precordial lead be- 
cause it is believed that regardless of whether the 
standard leads are normal or abnormal, a lead from 
the region of the apex or from the left axillary line at 
the level of the apex will disclose abnormalities of the 
ventricular complex more often than any other single 
precordial lead. But it must be emphasized that single 
apical leads fail completely in those cases in which 
multiple precordial leads have most to offer, and it is 
the G. P.’s moral responsibility when in doubt to get 
prompt and legitimate consultation. 


2. Esophageal leads. 
3. Special auricular leads. 
4. Unlikely variations of the normal. 


5. In general, the Congenital Heart diseases of Chil- 
dren, however, before reference, the G. P. should want 
to record a tracing for his own records and education, 
particularly in the atrial and ventricular septal de- 
fects, to help him understand the clinical features of 
his case. 
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The following are irrevocably and permanently in 
the specialist field. 

6. Cardiac catheterization. 

7. Roentgenology of the heart. 

8. Consultation—Needless to say the G. P. should 
not attempt any consultation capacities. 

9. Miscellaneous Conditions—There are a few 
states which may change the electrocardiogram even 
when the heart is normal to start with. These include: 

(1). Anemia 
(2). Anoxia 
(3). Trauma 
(4). Uremia 
(5). States of shock and moribund conditions 


(6). Electrolyte imbalance particularly calcium 
and potassium change. 


In conclusion, let me state that I have attempted to 
show clearly just what the G. P. can and should do for 
his practice with the use of the EKG in his problem of 
heart disease diagnosis and treatment. The public de- 
mands that its family physician be more than a clear- 
ing house or first-aid station, and it behooves the G. P. 
to develop a more forward looking attitude in his 
practice and treatment of heart diseases. The definition 
of the general practitioner has got to be enlarged to 
include some of the utensils of the internist or he will 
be relegated to an inferior “back seat,” and we will 
have a profession of specialists only. And if we see 
the passing of the time honored position of the G. P., 
we will, at the some stroke, witness the demise of a 
fundamental pillar of the medical profession, and one, 
which more than any other, has held the profession 
high in public esteem since the days of Hippocrates. 


My purpose is to find a more common ground on 
which the internist and the practitioner can meet. 
Thus in the name of improved medicine it behooves 
the G. P. to enlarge his scope of diagnostic facilities 
and seek the indulgence of the internist to reciprocate 
such an earnest effort with a sympathetic response, 
and both will find that with a little meshing of con- 
structive attitudes, a profitable result to all will in- 
evitably come about; and thereby will develop a 
proper relationship between the general practitioner, 
the electrocardiogram, and the internal medicine prac- 
titioner. 


SUMMARY 


An attempt is made to delineate the legitimate role 
that the EKG must have when the general practitioner 
confronts the diagnosis of “heart disease” in his prac- 
tice. 


Reasons are given as to why the general practitioner 
is the one who can and should both diagnose and treat 
heart disease complaints with the aid of the EKG; and 
why more and more practitioners are facing their re- 
sponsibility, recognizing their own competence, and 
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thereby bringing greater benefit to their patients, in- 
stead of leaving such a widespread and common 
group of maladies to the care of a small and over- 
worked group of specialists. 

The usually encountered complaints of “heart dis- 
ease” that the G. P. confronts in daily practice with 
the value of the EKG tracing to him and his patients 
are mentioned. This theme is developed only as far as 
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distinctive diagnostic guides are reliable for his 
interpretation. 

The point is strongly made that wherever there is 
doubt or confusion in diagnosis, the EKG immediately 
ceases to be a tool of the G. P. and the disorder should 
be promptly referred to the specialized interpreter. In 
this connection the limitations of the EKG in general 
practice and the role of the cardiologist are outlined. 


The Psychiatric Component in Organic Disease 


By 


Oriw Ross Yost, M.D., Medical Director 
Edgewood Sanitarium Foundation, Orangeburg, S. C. 


That at least 70 per cent of the patients who consult 
doctors today and an equal percentage of hospitalized 
patients show evidence of emotional factors that either 
cause or complicate the diseases from which they 
suffer, is no longer a startling news item. It is by now 
a well accepted fact. The discovery of this newer con- 
cept in medicine has led to more intensive research 
into the causes and development of disease, to new 
therapeutic approaches, as well as to diagnoses jointly 
arrived at by general practitioners, by internists or 
other specialists, and by psychiatrists. 


A leading psychiatrist predicts that within the next 
quarter of a century we can expect the most fruitful 
steps of progress in the field of medicine to come 
through the illumination of the psychological aspects 
of what up to today we have called “organic disease.” 


Man’s emotions or feeling tones add luster and 
interest to life. Observant man has long recognized the 
effect of conscious emotions upon his body and 
habitually uses numerous phrases that are descriptive 
of his behavior reactions to specific feelings. The ex- 
pressions “That burns me up,” “She galls me,” and 
“I was scared stiff” are direct indicators of some of 
the chemical and physical effects of anger, disgust, 
distrust or fear upon the sensitized apparatus of 
man’s nervous system. On the other hand, such healthy 
expressions as “Happy as a lark” and “In the pink of 
condition” also furnish a barometric clue to man’s 
emotional climate. It has been well said: “As go his 
emotions, so goes man.” 


The aforementioned emotions or feeling tones are 
casual or commonplace experiences known to almost 
all individuals and are rarely related to a visit to the 
doctor. But there are frequent occasions from infancy 
to old age when, in an effort to conform to environ- 
mental situations, the individual suppresses his feel- 
ings and holds in check or tries to hold in check the 
emotions he is experiencing. 


Psychologists have termed the mechanism for con- 
trolling one’s emotions by striving to exclude them 


from consciousness, repression. However, primitive 
instincts, unfulfilled desires and wishes and so on, 
though repressed and relegated to the unconscious 
sphere of the psyche, still clamor, as it were, for ex- 
pression and consequently produce a_ psychological 
conflict. Karl Menninger refers to these emotional 
forces in conflict as “encysted foci” of the personality, 
and notes that when they are sufficiently strong, they 
sometimes break through in the form of symptoms. 


It should be borne in mind that it is the first-men- 
tioned category of emotions—anger, disgust, fear and 
so on—that can cause or seemingly predispose toward 
such symptoms as heart palpitations, and even possibly 
invite such disorders as peptic ulcers, gastro-intestinal 
and glandular disturbances, dermatitis, tuberculosis, 
and numerous other organic diseases. Such ailments 
are often to be traced to motivating factors of which 
the individual himself is actually unaware. Conflicts 
occasioned by lack of love or of security, by domina- 
tion of strict parents, by hate, fear, overindulgence and 
self-interest, are generally observed to be the chief 
motivating factors. 


Some types of individuals are by nature or by growth 
and development better equipped to withstand the 
difficult demands or exigencies of life than are others; 
our expressions “emotionally mature” and “emotionally 
unstable” personalities refer to these differences. Most 
emotional disorders are traceable to the formative 
periods of infancy and childhood when the ground- 
work was laid for later neurotic symptomatology. In 
adolescence, adulthood or senescence, among emotion- 
ally unstable personalities, emotional disorders of 
various kinds are then likely to crop up. Sometimes, 
as during military combat, men may become mute, 
lame, deaf, or blind, without physical cause. At other 
times, neurotic symptoms may be expressed through 
bizarre or schizoid behavior; at still others, through 
physical diseases such as mucous colitis, thyroid dis- 
orders, hypertension and so on. 


Medical science has come to the conclusion on the 
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basis of irrefutable evidence growing out of wide ex- 
perience that in at least four major types of disease, 
disturbances in an individual’s behavior, thinking and 
feeling may become so intense that these disturbances 
can effect an imbalance of the whole organism. The 
four include: (1) heart and circulatory disorders 
(especially hypertension); (2) digestive ailments; (3) 
headache, joint pains and muscular discomfort; and 
(4) asthma and other allergies. Among these, anxiety 
states associated with gastro-intestinal symptoms are 
by far the most common of all problems known to be 
psychosomatic. These diseases that have a physio- 
logical-psychological basis annually prove costly in 
medical care, loss of time from work, frequent 
hospitalization, and measureless human suffering. As 
long as individuals continue to be unsuccessful in 
controlling their emotions and in coping with the ten- 
sions and stresses of everyday life, as long as they are 
dominated by destructive doubts, fears, angers and the 
like, the incidence of psychosomatic ills inevitably will 
be high and will also unquestionably increase. 


Much research in the field of psychosomatics has 
been carried on within recent years; yet much remains 
to be unearthed. The G.A.S. (general adaptation syn- 
drome ) concept of Dr. Hans Selye, holds that adapta- 
bility and resistance to stress are fundamental pre- 
requisites to life. He believes that anything that causes 
stress endangers life unless it is met by adequate 
adaptive responses. Another concept attracting medi- 
cal attention is the one that holds that the hypothala- 
mus within the brain is a powerful regulating and co- 
ordinating center for the autonomic nervous system 
and the endocrine glands. When harmful impulses of 
stress and strain are transmitted to and from this 
regulator, dysfunction results which may affect the 
entire organism, 


The untiring efforts of present-day researchers are 
bringing to light other valuable findings. Though the 
role of the emotions in producing certain organic 
changes is not yet wholly understood, it should be kept 
in mind that emotions do not directly cause organic 
disease, but that unconscious psychological conflicts 
do express themselves by way of the vegetative nervous 
system where they interfere with the normal function- 
ing of specific body organs. It can readily be seen how 
a dysfunction of long standing in such an organ may 
lead to definite changes within the organ; hence the 
need often arises for both a palliative and a psycho- 
logical treatment of the individual case. The following 
case history illustrates this point: 


Mr. S., a 57-year old white male, gave a history of 
having been admitted to a general hospital 35 years 
ago with a ruptured appendix. He required hospitaliza- 
tion for some time, with various complications arising, 
such as the development of an abscess, adhesions and 
obstructions. He was operated on several times. On 
March 11, 1942, he was operated on for an ulcer of 
the stomach, at which time he had a large portion of 
his stomach removed. Following this partial gas- 
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trectomy he became addicted to the use of opiates. His 
appetite was poor, he was depressed, agitated and 
apprehensive; he had attacks of nausea and vomiting 
and loss of about 40 pounds in weight. He could not 
make a social and economic adjustment. He did not 
respond to psychotherapy and because of his ap- 
prenhension, anxiety, tension and depression and 
potentially suicidal feelings, he was given a course of 
electro-coma therapy. All forms of narcotics were 
withdrawn. 


Following the institution of physiological therapy, he 
gained 30 pounds, and his mental symptoms subsided. 
His outlook on life was entirely changed, and he was 
able to eat, at regular intervals and without gastric dis- 
comfort. He has been able to make an excellent adjust- 
ment with no recurrence of symptoms for the past 
year, since his discharge. 


This case, in which an organic lesion had occurred, 
required the use of both palliative, corrective measures 
and subsequent psychotherapeutic efforts to resolve it. 

Dr. Stanley Cobb of the Harvard School of Medicine 
points out that an emotion is made up of three parts: 
(1) The affect felt by the individual, mediated by 
acts of interpretation; (2) the complex set of internal 
physiological changes set up in the viscera, the glands 
and the muscles; and (3) the patterns of overt be- 
havior which express the stirred-up physiological state, 
and behind that, the feeling. 


This explanation helps us to understand why fright 
brings on palpitation, profuse perspiration, or even 
nausea; why nervousness produces a tightness in the 
throat and coldness of the hands; why emotional up- 
sets sometimes produce mutism or even glaucoma. 


Case 1—When Mrs. John D., a married woman of 
43, entered the sanitarium, she was suffering with a 
severe unilateral glaucoma of the right eye, of three 
years’ standing. She had previously been under the 
care of a noted opthalmologist at one of America’s 
best-known hospitals, but had received no relief. The 
patient was of an extremely paranoidal nature. After 
receiving physiological treatment and psychotherapy 
for her paranoidal condition, she showed a marked 
improvement, and was discharged. Within one year’s 
time, the symptoms of the glaucoma had subsided. 


A few additional case histories revealing specific 
personality patterns will serve further to show how 
emotions, sometimes inter-related with factors of con- 
stitution and environmental infection, produce various 
psychosomatic ailments: 


Case 2—A male, 49 years old with a wife 35 and 
two children, described himself as desperate because 
he was sexually impotent. Pathetically he told of treat- 
ment to regain his potency, and his happiness. After 
faithfully taking G. U. instrumentation, general and 
prostatic massage, his condition showed no improve- 
ment. Added to his impotency were annoying sensa- 
tions and sharp pain in the perineum, burning on 
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urination, nocturnal emissions, headaches, insomnia, 
loss of energy and inability to concentrate. 


The history elicited showed this patient to have been 
dominated by an aggressive mother for a period of 
years. He was 14 years older than his wife, whose sex 
needs were strong. His sexual symptoms appeared 
after an unsuccessful attempt at sex relations when he 
felt that his wife was irritated and impatient. 


It is the opinion of some psychiatrists that sexual 
impotence in males (where organic basis has been 
eliminated) is most often related to an unconscious 
rejection of the masculine role. 


Case 3—This is a history of Mrs. K., a patient who 
had a psychic trauma, as well as a physical trauma 
which produced a psychosis. She had married a very 
wealthy man of 75, the retired head of a large com- 
pany. The patient had met and married this aggressive 
and domineering man on a summer vacation in an 
Austrian mountain resort. Poor but very attractive, this 
37 year old woman represented an entirely different 
stratum of society. Mrs. K., gay and vivacious, enjoyed 
being with the opposite sex, particularly men of her 
own age. She had a high sexual drive, but found no 
compatability in her husband. His contact with her 
only produced sexual frustration. She attempted to get 
relief from her frustration by secretly seeking other 
male companionship. The husband became suspicious 
and very jealous of her to the point that she received 
excessive supervision and restriction from him. She 
became extremely agitated and depressed and _at- 
tempted suicide by taking an overdose of nembutal. 
She developed physical symptoms which led to a 
complete panhysterectomy. Following the operation 
she developed a menopausal syndrome associated 
with increased agitation, apprehension, indecisiveness, 
inability to concentrate and apply herself. She had 
numerous somatic ailments, complaining, for instance, 
that the bones in her face were hollow, and stating 
that “there was something missing.” After eleven 
months of hospitalization she recovered, and has been 
able to maintain an adjustment. 


Case 4—This is the case of a man in the involutional 
period of life in which he had no outside interests 
except his medicine—a man who was full of anxiety 
and tension which led to development of a gastric 
ulcer and hemorrhage and then to the symptoms of a 
psychosis. He was a very hard worker, industrious, 
and had attained prominence in his profession. He 
had never taken any interest in hobbies and had very 
little interest in social activities. He devoted all his 
life to his research and teaching. He was of very 
nervous temperament; he was married, had two chil- 
dren, and many friends. 


While he was attending a professional meeting in 
Switzerland, he suddenly had a gastric hemorrhage 
and was critically ill for several weeks. After being 
confined to bed for several months, he finally returned 
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to this country. Observation of him on his return re- 
vealed that he was very despondent, apprehensive, had 
insomnia, loss of appetite and loss of weight. He ex- 
perienced guilt feclings, was agitated, had palpitation 
of the heart, but denied suicidal ideas. He was 
institutionalized for several months, where he received 
psychotherapy and was assigned to an_ extensive 
recreational and re-educational program. He was given 
a course of insulin shock therapy. He improved and 
gained about 30 pounds in weight. He was discharged 
in an excellent state of remission. Two weeks after 
his discharge from the hospital, this patient took an 
overdose of nembutal and died. 


Case 5—This is a case of hyperthyroidism. This fe- 
male physician was 64 years of age, single. She was 
employed in the department of public education for 
a period of 25 to 30 years. In her younger days, she 
had been very much interested in painting and sculp- 
ture. Socially she played cards and went to the movies. 
About a year prior to her admission to the hospital, 
she developed insomnia, restlessness, and was unable 
to tolerate noises. She was unable to find any type of 
relief despite going to numerous physicians. Examina- 
tion showed that she had signs of early arteriosclerosis 
and was very obese. Menses had been absent since her 
48th year. Her blood pressure was 140 /80, pulse: 
rapid, and bloodcount: normal. She had a fear that 
something was going to happen to her. On repeated 
examinations, BMR was plus 54. She was treated with 
intravenous sodium iodine, luval solution, various hor- 
mones, and psychotherapy daily. She was in the hos- 
pital for a period of about six weeks. She was advised 
to tear herself away from her program and to develop 
an interest in various avocations. She left the hospital 
and has been making a satisfactory adjustment for the 
past three to four years. 


These case histories serve to point up the fact there 
is a path from emotional centers in the brain to the 
various organs of the body and that emotional disturb- 
ances, by altering the blood supply, gland activity and 
muscle tonus, or causing other disturbances in body 
physiology, actually produce pain, physical symptoms 
and suffering. 

On the basis of extensive research and observation, 
it is believed by some that specific personality patterns 
are likely to predispose to specific psychosomatic com- 
plaints. Thus the sufferer from hypertension is usually 
the individual incapable of outwardly expressing his 
resentment. He gives evidence of compulsive behavior 
and subnormal assertiveness. Probably he has 
suffered from a constitutional vasomotor instability. 
His excessive and inhibited hostile impulses, unable 
to gain expression, are then converted into hyper- 
tension. 


Patients with ulcerative colitis are apt to have 
“rigid,” narcissistic personalities. They are generally 
very meticulous and are preoccupied with their own 
bodies. They are immature and erotic, and show a 
marked dependence upon their mothers. 
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Sufferers from bronchial asthma and other respira- 
tory disturbances likewise show a dependence upon 
the mother. The longing for the mother is repressed, 
and in some way results in an attack corresponding to 
the protest that earlier in life is expressed as a crying 


spell. 


Those suffering from dysmenorrhea are frequently 
found to be individuals who have an unconscious 
denial of feminity, or who in early childhood or 
adolescence received the impression that the menses 
were a sickness and were to be regarded as such. 


Patients suffering from coronary disorders are most 
often those who have repressed strong feelings of 
hate. They are usually individuals who have a great 
respect and need for authority. They are the ones who 
are apt to stick to one occupation at which they work 
unremittingly. 


There are numerous other patterns of organic con- 
ditions occasioned by unconscious psychological con- 
flicts that are currently undergoing wide research, 
study and observation. The results of these further 
studies are awaited with much interest. 


It would seem that physicians, in their effort to 
diagnose the ailments of their patients, must consider 
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the whole personality of each patient to the end that 
they may be able to correlate any neurotic features if 
such exist, with the organic manifestations. It becomes 
important, then, that the physician should study his 
patient’s psychological complaints as well as_ his 
somatic ones against the whole social background in 
which the patient finds himself, rather than to attempt 
to make the diagnosis on the basis of a review of 
symptoms of the present illness alone. All physicians 
should be psychiatrically oriented to the degree that 
they may be able to recognize the underlying psycho- 
pathology and to utilize the understanding thus 
acquired in their attempt to treat the functional 
symptoms. Failure to do this is tantamount to failure 
to remove a beginning malignancy of the breast. 


This article has attempted briefly to set forth the 
latest findings regarding psychiatric components in 
organic disease. It aims to emphasize the importance 
of having the practitioner look upon the patient 
psychobiologically, and to urge him to consider the 
importance of the patient’s mental attitudes in relation 
to his physical complaints. When the physician fully 
understands the intimate interrelation between the 
body and the psyche he can assist the patient to make 
a satisfactory adjustment to his environment by a bet- 
ter understanding of himself and his unconscious 
emotions. 


A. M. A. NEWS NOTES 


HOUSE ACTION ON FEDERAL MEDICAL 
SERVICES 


After long debate, the AMA’s House of Delegates 
adopted a resolution stating that the fundamental con- 
sideration of limiting the care of veterans in Veterans 
Administration hospitals to the two following cate- 
gories is sound: (1) to veterans with peace time or 
wartime service whose disabilities or disease are serv- 
ice-incurred or aggravated and (2) to veterans with 
wartime service sv“ :ring from tuberculosis or psy- 
chiatric or enurole cal disorders of non-service-con- 
nected origin, who are unable to defray the necessary 
hospital expenses. 

The resolution further comments that to discontinue 
the provision of medical care and hospitalization in 
VA hospitals for the remaining groups of veterans 
with non-service-connected disabilities cannot be ac- 
complished without the cooperation of Congress, vet- 
erans organizations and the medical profession. The 
House of Delegates recommended that the AMA meet 
with representatives of veterans organizations, the 
American Hospital Association, American Dental 
Association, the Department of Defense, and the 
Veterans Administration to discuss problems and work 
out a satisfactory arrangement . . . rather than take 
action at the present time. 


Other recommendations include: a definitive AMA 

licy on the subject of dependent medical care should 

deferred Rove pede study has been made; trans- 
ferring of seriously disabled service personnel from 
service hospitals to VA installations should be con- 
tinued; a clear congressional definition of the extent 
of government’s responsibility for furnishing medical 
care to veterans with non-service-connected disabilities 
and dependents of service personnel should be ob- 
tained; a federal board should be established to 


allocate the number of beds required by the several 
federal hospital services to insure joint planning in the 
field of civilian and federal hospital construction and 
to determine the need and location for proposed new 
hospitals in the country. 


CONTINUE STUDY OF DOCTOR DRAFT 
A 


The AMA’s House of Delegates voted in December 
to “continue to support whatever measures are neces- 
sary to provide essential medical care to the armed 

The House further authorized and directed the 
Board of Trustees and the Council on National Emer- 
gency Medical Service (1) to follow closely all de- 
velopments both national and international which 
might affect the quantitative requirements for medical 
officers in the armed forces, and (2) to support 
legislation to provide the number of ical officers 
required to care adequately for the health needs of 
the uniformed armed forces. 

The House recommended that the President of the 
United States be requested to defer any call-up of 
priority 3 physicians under Public Law 779 until the 
Selective Service System and the artment of De- 
fense have completed processing all physicians in 
priorities 1 and 2, except for physicians in those groups 
whose deferment is essential to the nation’s health. 

Careful study also is to be given in the ensuing 
months to—physical requirements for medical officers 
so that physicians with physical defects may be 
utilized; more effective recruitment methods for career 
personnel in military medicine; greater use of civilian 
car remand and hospital facilities in the care of 
military and nonmilitary personnel and their depend- 
ents; uniform conditions of service to avoid undue 
competition for medical personnel, and consideration 
of an equitable point system in the induction of 
physicians into the services, 
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The Key To Peace* 


CLARENCE MANion, J. D. 
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Dean, Law School, Notre Dame University, 


Knute Rockne told me a good many years ago that 
he could forgive the public speaker who did not con- 
sult his watch but he favored the execution of the man 
who did not keep his eyes on the calendar. I hasten to 
tell you that I do know what day it is and that I have 
no intention of going on into tomorrow. Much of what 
I plan to say has already been well said and IT am 
merely going to take you on a scavenger hunt for a 
few moments. 

Recently, in Pittsburgh, I had lunch with a boyhood 
friend whom I had not seen for forty years. The last 
time I had seen him was in the seventh grade, where 
I left him. It seems that he had quite a bit of difficulty 
in getting out of there. He did not try to go through 
high school at all. Instead of that he exercised what 
subsequently proved to be excellent judgment. He 
went into the junk business and has made five million 
dollars. 

When we talked together he told me that he did 
not like to be called a junkman because his job had 
considerably improved during the intervening years. 
He told me to refer to him as a fellow who has made 
discriminating use of things that other people have 
tossed away as useless and valueless. Well, that phrase 
and five million dollars of it rang through my head 
all the way to Chicago. 

Let’s see if we cannot imitate his prudence and in 
the spirit of this eloquent address which just preceded 

mine, rummage through the wastebasket of American 
history and make discriminating use of some of the 
things that some of the intellectuals have tossed aside. 

After many years of academic life, I have a defini- 
tion of an intellectual—he is a fellow who has had far 
more education that he is able to absorb. 

Among the things in the academic wastebasket in 
America today, I shall talk of only one—that is the 
Declaration of Independence that Mr. Kline men- 
tioned. 

Everybody here is naturally against something. We 
all have definite allergies against various manifesta- 
tions of governmental power. I was at the Iron and 
Steel dinner in New York a few weeks ago and I found 
them breaking out against the W. S. B. The Manu- 
facturer’s Association is allergic to price controls and 
so on. There are separate allergies that are breaking 
out on the skin of American interests that should be 
coordinated. Let us see what positive steps can be 
recommended. 

We are all trying to patch up the shattered structure 
of American freedom. If « carpenter were called in 
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to brace up one corner of a hotel that was sagging, he 
would not pick around in the dark with a toothpick 
or axe—he would go find the bill of specifications and 
see what was wrong with what was put into that cor- 
ner of the building at the time that it was constructed. 

Everybody here is concerned about the structure 
of American freedom. Let us take a look at the 
specifications and examine some of the factors sur- 
rounding some of the things that have gone wrong. 
One of our largest troubles is whether or not we are 
using the right vocabulary—we have to call things 
by their right names. However, before we go into that, 
let us see what is holding up this structure of American 
freedom. 

In the first place, as Mr. Kline has said, a group 
of men got together one hundred and seventy-six years 
ago. These men assembled for the signing of a Decla- 
ration of Independence. You are not going to read it 
so I am going to recite it and give you a little 
emphasis on the points where it belongs. 

When these men got together for the signing of 
the Declaration of Independence, they did not have 
any doubt as to the nature of the plan. These fellows 
who specialize in human relationships today, they do 
not know what a human being is. They have a slide 
rule and measure everything by that. These men that 
met one hundred seventy-six years ago started with 
certain facts and they asked one to believe in those 
facts and promulgate them. 


First of all they said, “We hold these truths to be 
self-evident.” There was not any question about that. 
Everybody said that Hitler had succeeded with his 
diabolical scheme to half conquer the world by re- 
peating the big lie over and over again. The repeti- 
tion of the big lie finally got into the subconscious 
mind of the people of the world and so all the 
Germans goose-stepped and marched to deatn and 
destruction because they were impregnated with the 
big lie. 

We can learn something from that. We know that 
the subconscious mind of man is subject to impreg- 
nation by the repetition of slogans. I do not propose 
to repeat any big lies but I do not see any reason 
why we should not repeat some big truths. Let us 
take some of the truths of the Declaration of Inde- 
pendence and keep repeating them over and over 
again so that they will be firmly imbedded in our 
thinking. Lei us take some of these truths that have 
gotten us to where we are today. Let us take the 
truth of “All men are created equal.” That is a good 
one. The question now is, do you want to save 
America or not? “We hold these truths to be. self- 
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evident, that all men are created equal.” That is the 
only kind of equality that we have. 


“We hold these truths to be self-evident, that all 
men are endowed by their Creator with certain un- 
alienable rights.” They are not endowed by Truman 
or anybody else. 


One of the rights with which we are endowed is 
“life.” Everybody knows that—even the criminal. 


We are also endowed with “liberty.” That is another 
unalienable gift of God. One cannot play horse with 
liberty any more than one can play horse with life. 
It is just as wrong to take a man’s liberty from him 
as it is his life according to these specifications. 


Finally, we come to the last self-evident fact, the 
purpose of government. Here is God over here and 
here is something man-made. To secure these rights, 
governments are instituted among men, deriving their 
powers from the consent of the governed. We make 
government into a tool to protect and defend our 
rights. Government is to restrain men from injuring 
one another and to leave them otherwise free. We 
know now what the building is for but do we still 
believe that or do we not? Is government instrumental 
in restraining men for injuring one another? Possibly 
it is some great self perpetuating entity. 


I am sorry to say that colleges are not teaching that 
good government is a tool—that it is something like 
a screwdriver or hammer, designed to do a particular 
job. We have gotten away from this. It has been in 
the wastebasket. 


I believe that Government has some engineering 
specifications and that we should consult them if we 
are going to be good citizens. 


Government was designed to keep men from 
injuring one another and for one hundred and fifty 
years did it well. However, in recent years, we have 
thrown this thinking out the window and our govern- 
ment is gradually becoming a tyrant. It seems as 
though people are trying to make our government do 
everything for them but what it was designed to do. 
Do you know how students regard our government 
today? They regard it as a big beneficient thing—a 
cow stretching across the sky, with its head in the 
clouds and a big fat nipple for everybody on earth. 
There is one for Churchill, one for Stalin and one for 
you if you have a feeling of insecurity or one for any- 
body that is just plain lazy. There is plenty for every- 
body and goodness knows where it comes from. I 
think that if these people really want to know what 
government is for, that they should look in the speci- 
fications. Let us quit worshipping government. 


George Washington said, “Government is like fire, 
a dangerous servant and a fearful master.” There is a 
man in the audience lighting a match—watch what 
he does with it. He is going to use it and then put it 
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out. That flame is a useful thing for his particular 
purpose. Fire is a thing that is to be used, confined’ 
and watched. When you light a fire you have done a 
dangerous thing and so you confine it and watch it. 
When you see a fire in a cook stove or furnace you 
find that it is contained by iron walls. People shrink 
from fire. Government is like fire, a dangerous thing 
and you have to chain it down with a Bill of Rights 
and then watch it with eternal vigilance. The Bill 
of Righis holds this dangerous fire under control so 
that it will burn only where you want it to burn and 
thus you have it under control. 


James Madison said, “What is government after all 
but the most serious reflection upon human nature.” 
If men were angels, no government would be neces- 
sary. However, all men are not angels and so we must 
have some form of government restraint. 


We have staked the whole future of American 
civilization not upon the power of government; far 
from it, the power of government is staked upon the 
capacity of mankind for self government, self control 
and self restraint. If you obey the Ten Commandments 
of God, if you keep your elbows out of the ribs of 
your neighbor, if you love the Lord thy God with 
your whole heart and mind—if you do all of those 
things, you will not have many contacts with bad 
activities. If you govern yourself, you will not need 
to be governed by the police. 


f 
I think that we should get rid of some of these bad 
laws that we have for they are growths or cancers 
upon our government and have no business there. 


I believe that we should maintain the principles 
of our government the way they were established in 
the Declaration of Independence. Our forefathers said 
that government was only to be used as a tool pind 


that statement is just as true today as it was then. , 


How did we ever get the idea that our government 
was supposed to take care of us from the cradle 
to the grave? It is not in the nature of our govern- 
ment to do that and whenever it stoops to do any- 
thing like that, you know what happens. It becomes 
a pervert, and that is not a nice word to use. Let's 
start talking about this expanded and corrupt gov- 
ernment as a pervert. Let’s start making fun of it. 
They have given us quite a few bad words for our 
vocabulary and I believe that we should start using 
some of them in this particular case because you have 
to make some of these objections short, simple and 
direct. Just remember what James Madison said about 
self government. He said “You cannot defeat the big 
state unless you enlarge the citizen.” There is a 
relationship between the size of the state and the 
size of the government just as there is a relationship 
between the organs of your body. Whenever anything 
swells, there is a sickness underneath. When gov- 
ernment swells, there is evidence of sickness of the 
people underneath it. Whenever the state swells, 
the people shrink in the same proportion. In order 
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to deflate the swelling state, you must enlarge the 
moral stature of its citizens. 


I am not trying to save your souls—I am trying 
to save our civilization. I think that under the cor- 
nerstone of our republic we have good laws. 


I believe that we should govern ourselves under 
the Ten Commandments of God. Big government is 
for little people. Only big people can afford the luxury 
of a small government. Thomas Jefferson said, “Those 
people are governed best who are governed least.” 
Only the best people can afford to have the least 
government. Here is something else that we ought 
to remember and pass out at every opportunity—the 
history of liberty is the history of limitation of gov- 
ernmental power. When we resist the concentration 
of governmental power, we are resisting the processes 
of death because the concentration and accumulation 
of governmental power is what always precedes the 
death of human freedom. 


Do you think that you are free today? Do you 
want to feel the pulse of human freedom? Look at 
the size, concentration and accumulation of govern- 
mental power and you will find that liberty is dead. 
The average businessman today is at the mercy of one 
hundred thousand roving potentials of a government, 
not of law but of men. In a hundred thousand law 
offices besides my own in this country, men are not 
asked to practice law. They are being paid to fix 
federal agents and only a few get caught. The offices 
of most lawyers today are Hooded with fixers. 


Lord Ashton said, “Where power is, there is cor- 
ruption and absolute power means absolute cor- 
ruption.” The concentration of power in Washington 
would be corrupt and so would the concentration of 
any other power, wherever it might be. 


We have got to get a resolution from our next 
President that he is going to decentralize and demobil- 
ize this unconstitutional accumulation of power. Un- 
less he does, his administration will be more corrupt 
than this present one. 


There is no short cut, so let us pinpoint our fight. 
Let us all coordinate our energies; our farmers, our 
doctors and the rest of us. Whenever government is 
large enough to muscle in on medicine, muscle in on 
the farmer, muscle in on agriculture and muscle in 
on the businessman, then that government is not 
restraining people from injuring one another. This 
is not the type of government we want nor is it a 
socialist type of government—that is a tyrant gov- 
ernment that I have been talking about. 


Mr. Kline, one of the best informed and most 
courageous men in this country, told us a while ago 
about deficit spending. He described the inflationary 
effect it would have. Let’s stop talking about inflation 
—Mr. Kline understands it and I might understand it 
if I slept on it for a few nights—but I am sure that 


January, 1953 


the rest of us do not. Do you know what inflation is? 
It is larceny and stealing—that is the kind of language 
that everybody understands. 


This money that is going to be spent next year— 
the money that we do not have—that is going to come 
out of savings accounts, insurance policies and out of 
the salaries of the people in this country. They are 
going to get it just like a pickpocket would get it, 
only not as directly. This is legalized larceny and you 
should fight it as such. This is stealing and swindling 
—this is not inflation. We should use words that are 
understood and known. Accuse the government of 
stealing in its process of deficit spending. 


Before closing I would like to give a few specifics 
as to what we can do about this. 


We are all agreed that I am not talking to myself 
for, if I were, I would not be here. The only people 
more interested in conversation than the doctors are 
the barbers. I am now eagerly looking for a barbers’ 
convention. 


There are some specifics. First of all, in the interest 
of your country, work for a religious revival because 
you cannot read the Declaration of Independence 
without seeing a need for a respect for God. The 
whole government of this country depends on the 
moral stature of the people and when the citizen 
learns to respect God, he will automatically be indoc- 
trinated with the lost love of liberty. 


You can never form a government without risking 
a loss. You can never be free without the risk of 
insecurity and so a citizen must be morally strong 
in order to want liberty and fight for it. 


We must fight this deficit spending. There are about 
seventy-six million people in this country who hold 
life insurance policies. Do you know what would 
happen if they knew that somebody was trying to 
take away from them the money that they saved 
and put into those policies? There sure would be a 
revolution in this country. 


Also remember that money is power and unlimited 
money is unlimited power and as long as government 
has unlimited money, it is going to exercise unlimited 
power. The government is going to spend tiwce as 
much as they get unless you protest. 


Lastly, do not be afraid about the OPS, OPD and 
all the rest of them. I know that you have income tax 
trouble—so do the rest of them—but do not blackmail 
the government. 


Remember, this country was started with the Boston 
Tea Party and the Star-Spangled Banner says that 
this is the “land of the free and the home of the 
brave.” Look your children and grandchildren in the 
eye and project them to the point where we are now 
and to where we are going. What kind of a country 
are we going to leave for them? How much liberty 
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will they have? If you cannot leave your children 
liberty, you do not leave them anything. Liberty is 
the basis of everything in this world, everything in 
the life insurance policy and everything to be hoped 


THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 15 


for. Without liberty there is nothing else. We should 
leave these children with a liberty that is going to 
compare favorably with the future and the freedom 
which our founders left to us, God bless them. 


HISTORICAL 


SIDELIGHTS 


WYMAN PHYSICIANS OF 
SOUTH CAROLINA 


Joe, W. Wyman, M. D. 
Anderson, S. C. 


Some repetition was necessary in this paper on 
account of the same names appearing through the 
generations. For example, there are several Joel, Hol- 
brook, Hastings, and Frampton names to explain. 


The Line of Descent of the Francis Wyman 
Association 


In the late 1630’s—therefore early in the life of the 
Massachusetts Bay Colony—the two founders of the 
Wyman family in America came to the town of 
Woburn — Frarcis Wyman and John Wyman, im- 
migrants from West Mill, Herts, England. 


Francis Wyman built the first tannery in Woburn, 
and he probably lived in the center of that town most 
of his life. He died in 1699 at the age of 82. In 1633 
he paid 50 pounds for 500 acres of land in the part of 
Woburn which is now the town of Burlington. There, 
some years later, perhaps as early as 1666, the Francis 
Wyman House was built. The descendants of the 
Francis Wyman have formed what we called “The 
Francis Wyman Association.” Records show 181 Wy- 
mans served in the Revolutionary War. 


Joel W. Wyman was the original Dr. Wyman of the 
South Carolina physicians. He was born in Wor- 
chester, Massachusetts, December 6, 1800. He was of 
the 6th generation descended from Francis Wyman 
who was baptized in England, May 2, 1617. 


My grandfather, Joel W. Wyman, as I have said, 
was of the 6th generation in America, and he was the 
first Wyman to come to South Carolina. We now have 
in South Carolina five generations of Wyman physi- 
cians who are direct descendants from Joel W. Wy- 
man. This makes the youngest Wyman physician in 
the State the 11th generation that descends from the 
original Wyman immigrant, Francis Wyman. 


The original Joel W. Wyman of South Carolina, 
graduated from Amherst College in 1825. (With first 
honors?) He was also awarded a Master of Arts de- 
gree from Amherst in 1828. He moved to Boiling 
Springs, Barnwell County, South Carolina, in 1825 
and was the principal of the Boiling Springs 
Academy. 


I am exhibiting a lptter from Joel Wyman in South 
Carolina written to a brother in Massachusetts. This 
letter was written apparently fairly soon after his 
arrival in South Carolina to commence his work as 
a teacher in this State. This letter not only gives in- 
sight to the man, Joel W. Wyman, but also throws 
some light on the people with whom he lived and 
worked. You note in this letter that he received $1,000 
a year as salary, and he had to pay only $100 a year 
for room and board. He evidently considered this a 
most satisfactory position. (Read letter.) 


Dr. Joel Wyman graduated from what was prob- 
ably the first class of the South Carolina Medical Col- 
lege in 1831 and was awarded a silver wn, which is 
on display, for having written the best thesis. The 
inscription on the urn shows that the thesis was 
written in Latin, and won for him the highest honors 
of his class. 


He practiced medicine in what is now Hampton 
County; at that time it was known as “Prince William 
Parish, Beaufort District.” He became blind in 1865, 
blindness caused by cataracts. But he continued to 
give medical advice as long as he lived. 


He died at the home of his son, Dr. H. Hastings 
Wyman, in Brunson, South Carolina, in 1883. 


Dr. Joel Wyman married Catherine Clementine Hay, 
a daughter of Lewis S$. Hay of Boiling Springs, Barn- 
well District, in 1832. Mrs. Wyman’s father, L. S. Hay, 
was from Haverstraw, New York and was the grandson 
of Col. Hay, aide-de-camp of Gen. George Washing- 
ton. Six sons and three daughters were born to Joel 
and Clementine Wyman. Lallah, the eldest daughter, 
married Walter D. Smith, an attorney at law, who 
died while serving as a cavalry lieutenant in the 
Confederate Army. William Hutson Wyman, graduate 
of the South Carolina Medical College in 1858 and 
whose thesis subject was “The Blood in Its Relation- 
ship to the Solids,” was a surgeon in the Confederate 
Army, and died at the age of forty. Benjamin F. Wy- 
man graduated from the Squth Carolina Medical Col- 
lege in 1869. He served in the Confederate Army as 
Captain of Company F, Eleventh South Carolina 
Regiment, Hagood’s Brigade. E. Holbrook Wyman 
was a second lieutenant in the Southern Army and 
also served as captain. Hampton Hay and Harry 
Hastings Wyman, twins, entered the Southern Army 
in 1861 before they were sixteen years old. These 
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twin boys, Hay and Hastings, were in the Aiken 
Military Academy, and ran away from school to join 
their older brothers in the Army of Virginia. Hay was 
mortally wounded in one of the engagements around 
Petersburg, Virginia in 1863. My father, H. Hastings 
Wyman, the surviving twin, served with the Con- 
federate Army until the end of the war. He always 
stated that he never surrendered and never took an 
oath of allegiance against the Confederate States. After 
the war, Hastings continued his studies. He actually 
had a book in his hand while he was plowing. He 
and all of his brothers were constant readers. Back in 
the horse and buggy days, I personally remember 
two of the Wyman brothers driving by each other on 
a country road, absorbed in their reading, probably 
grunting salutation, as they did to every passerby, 
and not realizing that they had passed each other until 
they returned to their office. My father, Hastings, was 
graduated from the Medical College of South Caro- 
lina in 1875, and wrote a thesis on “Consumption of 
the Lungs.” The thesis is being exhibited at this meet- 
ing. He received first honorable mention of his class 


for this thesis. 


Another child of the original Joel W. Wyman, was 
a daughter, Gertrude, who married Howard E. Vin- 
cent. They had one pharmacist son, Howard, Jr., but 
no physicians. Another daughter, Harriet Wyman, 
married Louis Frampton, and they had one son, who 
is a physician, Dr. James Frampton of Mount Pleasant, 
S.C. 


The youngest son, J. Frampton Wyman, graduated 
from South Carolina Medical College in 1881 and 
practiced medicine in Hampton County and Aiken, 
S.C. 


The first automobiles used by the Wyman physicians 
were called “Brush” cars. These cars had one upright 
engine with a powerful low and weak high gear. On 
one occasion Uncle Frampton had a boy driving him, 
and they were proceeding very laboriously up a sandy 
hill when someone shot a gun to the rear of Uncle 
Frampton, and he told the boy, “Throw it in high, 
throw it in high.” The poor little car was doing its 
best to move in low so Uncle Frampton had his life 
spared, not by the car’s speed, but because probably 


no one was after him. 


The first son physician of Dr. Joel W. Wyman, as 
I have said, was Dr. William Hutson Wyman who 
graduated from the South Carolina Medical College 
in 1858. Uncle William had one son, Dr. Joel Wyman, 
who graduated in the same class with his uncle, 
Frampton Wyman, from the South Carolina Medical 
College in 1881. Uncle William and his son, Joel, died 
at relatively young ages in the practice of medicine. 


From the daughter, Lallah, through the n «riage 
of her daughter, Helen Smith, to Dr. C. P. Vincent, 
who graduated from the South Carolina Medical Col- 
lege in 1885, was born Dr. C. P. Vincent, Jr. His son, 
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Dr. C. P. Vincent, III, is a great-great-grandson.of the 
original Wyman and graduated in Charleston in 1943, 
and now practices in Camden, South Carolina. From 
the first Dr. Vincent we have another great-great- 
grandson, Hugh Vincent, who is a junior in the South 
Carolina Medical College at the present time. From 
Dr. Benjamin Wyman, who graduated from Charles- 
ton in 1869, we have another great-great-grandson, 
Dr. Wallace D. McNair of Aiken. The first Dr. Ben 
Wyman had a daughter named Florence who married 
Mr. Dan Crossland, who in turn had a daughter, 
Mary, who married W. D. McNair, Sr., and from this 
marriage we have Dr. W. D. McNair, Jr., the physi- 
cian of Aiken, South Carolina. 


The original Joel) Wyman’s next son was Holbrook 
Wyman, who was not a physician, but had three 
physician sons and six physician grandsons. Joel’s 
grandson Dr. Holbrook Wyman, Jr. graduated in 
Augusta in 1890, had two physician sons, Dr. Hugh 
E. Wyman of the South Carolina Medical College in 
1925, and Joel W. Wyman of the South Carolina 
Medical College in 1943. Hugh and Joel were great 
grandsons of the original Joel. Another son of the first 
Holbrook Wyman was Dr. Joel Wyman of Denmark 
who did not have any physician children. A third doc- 
tor son was Dr. Lacy Wyman of Lena, South Carolina, 
who had a son, Dr. Edward Wyman, who graduated 
from the South Carolina Medical College in 1931. He 
now lives in Burlington, New Jersey. A daughter of 
Holbrook Wyman, Catherine, who married Rev. F. D. 
Jones had two sons, Dr. Dudley Jones (U. S. Army ) 
and Dr. Parker Jones (Bearfort). Dudley and Parker 
Jones, as you can see, are great grandsons of the 
original Joel Wyman. 


Dr. H. Hastings Wyman, graduate of the South 
Carolina Medical College in 1875, son of the original 
Joel Wyman, had three sons who were physicians, Dr. 
Harry H. Wyman of Aiken, a graduate of the South 
Carolina Medical College in 1897; Dr. Ben Wyman of 
Columbia, a graduate of the South Carolina Medical 
College in 1915; the third son being M. Hay Wyman 
of Columbia, a graduate of the South Carolina Medical 
College in 1910; and a great grandson, Dr. Ben Wy- 
man, Jr., a graduate of the South Carolina Medical 
College in 1950. 


Harriet, daughter of the original Joel, married a 
Mr. Frampton of Charleston. They had a son, Dr. 
James Frampton of Mount Pleasant, S$. C. Dr. James 
Frampton had a sister, Mary, who married a Mr. 
Freeman, and they had a son, Dr. Courtenay Freeman, 
who is now interning at the Columbia Hospital. You 
will note that Dr. Freeman is a great grandson. 


The youngest son of the first Joel Wyman, Dr. 
Frampton Wyman, had a son, Dr. H. Hastings Wyman, 
Jr. of Aiken, who in turn had a son, Dr. Dibble Wy- 
man, a graduate of the South Carolina Medical Col- 
lege in 1951. Dr. Frampton Wyman had a daughter, 
Virginia, who had a son, Dr. Frampton Wyman, Jr., 
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who is now practicing medicine in Milwaukee. You 
will note that Dibble and Frampton are both great 
grandsons. 


There is one little amusing incident about the Wy- 
mans in addition to Uncle Frampton’s automobile 
scare; it was an experience of Dr. Holbrook Wyman. 
While he was in his buggy, he was stopped by a pa- 
tient, who requested him to pull a tooth. As some of 
you know, Cousin Holbrook was a very large man, 
and he did not want to get out of the buggy to extract 
the tooth, so he applied his tooth pullers on the man’s 
tooth while he was still sitting in the buggy. Of course 
the man started yelling and the horse ran away. But 
when the excitement was over, Cousin Holbrook still 
had the tooth pullers with the man’s tooth in his 
hands. 


You will note that from the original Joel W. Wyman 
there are four physician sons, William, Benjamin, 
Hastings, and Frampton; there were nine grandsons, 
Joel, son of William; Holbrook; Joel, son of Holbrook, 
Sr.; Delacy, Harry, Ben, Hayboy, James Frampton, 
and Hastings; there were ten great grandsons, C. P. 
Vincent, Hugh, Joel, Edward, Dudley Jones, Parker 
Jones, Ben, Jr., Dibble, Frampton, and Courtenay 


MEDICAL EDUCATION AND LICENSURE 
TO BE TOPICS OF CONGRESS 


CHICAGO—Problems besetting medical schools 
and licensing boards will be discussed at the 49th 
annual Congress on Medical Education and Licensure, 
to be held at the Palmer House, Chicago, Feb. 8-10. 


The congress will be sponsored by the Council on 
Medical Education and Hospitals of the American 
Medical Association and the Federation of State 
Medical Boards of the United States. 


Dr. Louis H. Bauer, Hempstead, L. L., N. Y., presi- 
dent of the A. M. A., will be the speaker at a dinner 
on Monday night, Feb. 9. Dr. Bauer on that afternoon 
also will make a report on the First World Conference 
on Medical Education, to be held in London, Aug. 


Dr. H. G. Weiskotten, Skaneateles, N. Y., chairman 
of the A. M. A. Council on Medical Education and 
Hospitals, will preside at Monday’s session devoted to 
medical education, and will speak on experimentation 
in medical education. 


Three panel discussions will mark the day’s pro- 
gram. One will consider the continuing impact of the 
national defense program on medical education and 
will be moderated by Dr. Donald G. Anderson, 
Chicago, secretary of the council. Among t 
participants on the panel will be medical representa- 
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Freeman; there were three great great grandsons, 
Charles Vincent, III, Hugh Vincent, Jr., and Wallace 
McNair. This makes a total of 26 physicians, all 
descendants of the original Joel W. Wyman of South 
Carolina. 


Note: Joel] W. Wyman came to South Carolina and 
married a Miss Hay. Later a sister of Joel’s, a Miss 
Wyman from Massachusetts, visited South Carolina, 
and carried a South Carolina husband named Mr. Hay 
back to Massachusetts where their descendants reside 
to this day. We now have South Carolina Hays in 
Massachusetts and Massachusetts Wymaas in South 
Carolina. 


How did the Northern and Southern Wymans and 
Hays feel during the “War between the States”? I 
don’t know, but it was about half a century after the 
war before they knew much about each other. 


The first Joel Wyman had five of his sons on the 
Confederate side and one of his sons, Hay, gave his 
life to the Southern cause. 


I doubt if any of the members of either family were 
ever hanged for horse stealing. 


tives of the surgeons general offices, the chief medical 
officer of the Selective Service System, medical school 
deans and representatives of the A. M. A. 

Another panel will discuss the evolution of an ex- 
perimental program o' ical education at Western 
Reserve University, Cleveland. Dr. Joseph T. Wearn, 
dean of the Western Reserve University School of 
Medicine, will be the moderator. 

A third panel will consider the internship in modern 
medical pet et Hoy with Dr. Victor Johnson, Rochester, 
Minn., director of the Mayo Foundation for Medical 
Education ‘and Research, as moderator. 


The Federation of State Medical Boards will con- 
duct the sessions on Tuesday, Feb. 10, dealing with 
licensure problems. Dr. Walter E. Vest, Huntington, 
W. Va., president, will preside. Miss Norma Lee 
Browning, feature writer of the Chicago Tribune, will 
speak on “Medical Quacks in Chicago.” 

On Sunday afternoon, Feb. 8, the federation also 
will present a special program on practice violations. 
In the morning, the Advisory for Medical 
Specialties will sponsor a program on residencies and 
preceptorships and the admission of foreign medical 
school graduates to residency training and certifica- 
tion. Dr. Robert A. Moore, St. Louis, vice-president of 
the board, will preside. 

The closing event on Tuesday afternoon will be the 
installation of Dr. John N. McCann, Youngstown, O., 
as president of the Federation of State Medical Boards. 
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Robust health, 
Ample work, 
Plenty of patients, 
Plenty of patience, 
Time to sleep, 
A chance to play, 
A hole in one, 
The big fish that doesn’t get away, 
Five covies in a single day, 
Loyal friends, 
Devoted family, 
A clear conscience— 
These are things we are wishing for our readers as 
we start the New Year. 


REPORT OF SECRETARY 
Impressions of AMA Meeting in Denver 

During the first week in December as Secretary of 
the South Carolina Medical Association, I had the 
privilege and pleasure of attending the interim session 
of the AMA held in Denver. This was done in the 
capacity of an observer, although I served as an 
alternate delegate as well, but as both of our dele- 
gates were present there was no official act in this 
capacity. Not having been to a meeting of the AMA 
in over ten years, and for the first time observing the 
real business of the Association, I was in a position to 
arrive at (I hope) an unprejudiced impression which 
I would like to pass on to the members of the South 
Carolina State Association. 

On the first day, before the actual business meeting 
began, a conference on Public Relations was held 
which was fruitful of many ideas which could be well 
utilized at the State and Local levels. It was pointed 
out that good public relations depend in the end on 
the individual physicians and that many physicians 
sometimes suffer because of lack of thoughtfulness on 
the part of a few. This should certainly be helped by 
our recently established Grievance Committee, pro- 
vided it will do a real job in handling cases referred 
to it. Other talks on the good will obtained by free 
discussion of fees between doctor and patient sug- 
gested that cach one of us might do well to utilize 
the plaque offered by the AMA to inform the public 


of our willingness to undertake these discussions. 
Another feature of this conference was a_playette 
depicting good and poor office management and it is 
hoped that this might be re-enacted at our annual 
meeting for the benefit of physicians, as well as their 
office nurses and receptionists. 

The real business of the Association is transacted by 
the House of Delegates and it was impressive to 
watch Billy Weston, Jr. in his work on the Committee 
on Credentials, and Julian Price taking an active part 
in the proceedings. I had the pleasure and _ privilege 
of meeting many of the delegates, through the good 
offices of Billy and Julian, and it is worthy to note 
that most of these men are typical practitioners of 
medicine. They are representatives of the real “grass 
roots” and not the “ivory tower” boys, and I was 
rather surprised at the great numbers who were gen- 
eral practitioners and internists. Almost all specialties 
were represented but there were fewer surgeons and 
other specialists than I had anticipated. 

The really impressive thing about the House of 
Delegates is that these men work at their jobs. They 
are up early (and without hangovers) and attend to 
the business of the Association with little or no time 
to attend the scientific assemblies. A few most delight- 
ful social events and parties are sandwiched in be- 
tween meetings of the House but they never interfere 
with the work at hand. Another striking feature of the 
House is the really democratic way in which it 
operates; resolutions, from individuals or county or 
state societies, are presented and are referred to com- 
mittees which hold open hearings before reporting on 
them. At the meetings of these reference committees 
any member of the AMA may come and speak his 
piece and he will be given courteous attention and 
real consideration. Parliamentary procedures are car- 
ried on with precision and the business is expedited, 
although there is always discussion and debate before 
a conclusion is reached. These are truly open 
covenants openly arrived at and never concluded 
without due consideration. 

The major matters of importance considered at this 
meeting were disapproval of the International Labor 
Organization, the recommendation for the establish- 
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ment of a Federal Department of Health, continuation 
(with recommendations as to changes and limitations ) 
of the draft of physicians, and a discussion of Vet- 
erans Administration Hospital procedures prac- 
tices. The latter was held over for further study before 
any final conclusion was reached. 

The most impressive thing that the AMA does is 
the job it does for the individual physician whether 
or not he is aware of it. The Association is ours to 
call on for help in any kind of dilemma, either 
scientific, economic or in simply getting along with 
our patients and fellow practitioners. And although 
the immediate threat of the socialization of medicine 
seems to have been removed by recent events the 
AMA will continue to be aware of this possibility and 
continue to remind us that eternal vigilance is the 
price of freedom. 

Robt. Wilson, Jr. M. D. 


REPORT OF MAGNUSON COMMISSION 


Much will be said and heard about the report of 
the Magnuson Commission which has been released 
recently. We are presenting herewith a summary of 
the report which was prepared by the staff of the 
Washington office of the A.M.A. Those who wish more 
detailed information should write for the full report, 
when it becomes available. 


The report of the President’s Commission on the 
Health Needs of the Nation recommends that the 
federal government take the lead in bringing about 
a series of momentous changes that would affect 
virtually every phase of medical activity. The cost 
would be about $1 billion more annually, which the 
Commission says the country cannot afford not to 
spend. 

The Commission, under chairmanship of Dr. Paul 
Magnuson, has been surveying medical problems for 
the last year. It was appointed by President Truman 
and expires on December 29. President-Elect Eisen- 
hower up to now has not indicated his attitude to- 
ward the Commission. 


Made public today was the first volume, containing 
all recommendations. The remaining four volumes, 
devoted to details and statistics, are not yet ready for 
release. Following are more important findings and 
recommendations: 


CREATION OF A CABINET-RANK DEPART- 
MENT OF HEALTH AND SECURITY. 


The Commission decided that the interrelationship 
between federal health functions and general security 
functions “ . . . is so fundamental that it indicated 
the desirability of combining” them. (Commissioners 
Evarts A. Graham and Russel V. Lee dissented, 
urging instead a cabinet Department of Health. Com- 
missioner Joseph C. Hinsey advised more study. ) 
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Also at the top level would be a permanent fed- 
eral Health Commission, similar to the Mag- 
nuson Commission, whose duty it would be to 
observe and report annually on all national 
health matters. It would contain no U. S. or state 
employees and not more than half of its members 
could be professional persons. 

The tentative budget sets aside $1 million to finance 
the Commission and federal programs for industrial 
health and migrant workers, but does not give a break- 
down of costs for the three operations. 


U. 8. WOULD SUBSIDIZE PREPAYMENT PLANS, 
OPERATING THROUGH STATE AGENCIES. 


The Commission accepts the present prepayment 
plans as the most feasible vehicle for eventually 
bringing comprehensive medical protection to almost 
everyone. The report reviews other suggestions in 
this area (Ives, Hill bills, etc.), then makes a new 
proposal. The administrative mechanism would be a 
federal-state program under which a single state 
health authority would draw up an overall state plan 
for using all available services and facilities, operating 
through local or regional health service authorities. 
The local prepayment plan would be the basic 
financing unit. 

Each state’s share of the federal funds—to be 
matched by the states—would depend on the state’s 
income, with the poorest states receiving the largest 
per capita grants. An annual federal appropriation of 
$750 million is proposed for this particular purpose. 
Federal funds, administered by a unit of the new 
Department of Health, would flow to the states, thence 
to the local level, and be used (a) to pay premiums 
for welfare cases, (b) to promote and extend pre- 
payment coverage to the general public, subsidizing 
low-income groups where necessary, and (c) to 
operate facilities for long-range illness, available to 
all without a means test. To further encourage pre- 
payment plans to extend coverage and liberalize bene- 
fits, the ban would be lifted on payroll deductions 
from U. S. employees, and OASI funds would be used 
to pay premiums for OASI beneficiaries. Eventually, 
care of veterans, merchant seamen and other federal 
charges would be absorbed by the state and local 
systems. 


GROUP PRACTICE, MORE ATTENTION TO 
G. P28, AID TO LOCAL PUBLIC HEALTH UNITS. 


On medical service organization, the Commission 
expresses its findings as follows: “The genius for or- 
ganization, so characteristic of American life in gen- 
eral, is conspicuous in health services by its absence 
... the lack of organization that prevails in medical 
practice is the despair of the industrialist and the 
labor leader.” The report recommends: 

For General Physicians—Their education, training 
and economic status should be studied and redefined; 
ways must be found to extend hospital affiliation to 
them or both doctor and patient will suffer. 


THe JOURNAL OF THE SouTH CAROLINA MEDICAL ASSOCIATION 


- Che Journal of the South Carolina Medical Association 


January, 1953 


EDITOR: Julian P. Price 


BUSINESS MGR.: Mrs. C. G. Watson 


ED) 
R. M. Pollitzer 


Greenville 


ITORIAL BOARD 


..105 W. Cheves St., Florence, S. C. 


ary or per Original manuscripts, 


Please send in promptly notice of change of address, giving both old and new; always state whether the change is 
subject to approval by the Editor and the Editorial Board, are desired 


for ‘publication “in the Journal. They should be typewritten, double spaced, on 8% x 11 paper. References should be com- 
plete, and only such as relate directly to statements quoted in the paper. Illustrations will be used as funds permit, or as 


authors are willing to bear the 


necessary increase in cost. Short original articles are preferred to long reviews. 


Subscription Price__ 


Office of Publication: (In care of the Editor) ~....------~-~--- 


JANUARY, 1953 


Robust health, 
Ample work, 
Plenty of patients, 
Plenty of patience, 
Time to sleep, 
A chance to play, 
A hole in one, 
The big fish that doesn’t get away, 
Five covies in a single day, 
Loyal friends, 
Devoted family, 
A clear conscience— 
These are things we are wishing for our readers as 
we start the New Year. 


REPORT OF SECRETARY 
Impressions of AMA Meeting in Denver 

During the first week in December as Secretary of 
the South Carolina Medical Association, I had the 
privilege and pleasure of attending the interim session 
of the AMA held in Denver. This was done in the 
capacity of an observer, although I served as an 
alternaie delegate as well, but as both of our dele- 
gates were present there was no official act in this 
capacity. Not having been to a meeting of the AMA 
in over ten years, and for the first time observing the 
real business of the Association, I was in a position to 
arrive at (I hope) an unprejudiced impression which 
I would like to pass on to the members of the South 
Carolina State Association. 

On the first day, before the actual business meeting 
began, a conference on Public Relations was held 
which was fruitful of many ideas which could be well 
utilized at the State and Local levels. It was pointed 
out that good public relations depend in the end on 
the individual physicians and that many physicians 
sometimes suffer because of lack of thoughtfulness on 
the part of a few. This should certainly be helped by 
our recently established Grievance Committee, pro- 
vided it will do a real job in handling cases referred 
to it. Other talks on the good will obtained by free 
discussion of fees between doctor and patient sug- 
gested that each one of us might do well to utilize 
the plaque offered by the AMA to inform the public 


of our willingness to undertake these discussions. 
Another feature of this conference was a playette 
depicting good and poor office management and it is 
hoped that this might be re-enacted at our annual 
meeting for the benefit of physicians, as well as their 
office nurses and receptionists. 

The real business of the Association is transacted by 
the House of Delegates and it was impressive to 
watch Billy Weston, Jr. in his work on the Committee 
on Credentials, and Julian Price taking an active part 
in the proceedings. I had the pleasure and privilege 
of meeting many of the delegates, through the good 
offices of Billy and Julian, and it is worthy to note 
that most of these men are typical practitioners of 
medicine. They are representatives of the real “grass 
roots” and not the “ivory tower” boys, and I was 
rather surprised at the great numbers who were gen- 
eral practitioners and internists. Almost all specialties 
were represented but there were fewer surgeons and 
other specialists than I had anticipated. 

The really impressive thing about the House of 
Delegates is that these men work at their jobs. They 
are up early (and without hangovers) and attend to 
the business of the Association with little or no time 
to attend the scientific assemblies. A few most delight- 
ful social events and parties are sandwiched in be- 
tween meetings of the House but they never interfere 
with the work at hand. Another striking feature of the 
House is the really democratic way in which it 
operates; resolutions, from individuals or county or 
state societies, are presented and are referred to com- 
mittees which hold open hearings before reporting on 
them. At the meetings of these reference committees 
any member of the AMA may come and speak his 
piece and he will be given courteous attention and 
real consideration. Parliamentary procedures are car- 
ried on with precision and the business is expedited, 
although there is always discussion and debate before 
a conclusion is reached. These are truly open 
covenants openly arrived at and never concluded 
without due consideration. 

The major matters of importance considered at this 
meeting were disapproval of the International Labor 
Organization, the recommendation for the establish- 
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ment of a Federal Department of Health, continuation 
(with recommendations as to changes and limitations ) 
of the draft of physicians, and a discussion of Vet- 
erans Administration Hospital procedures and prac- 
tices. The latter was held over for further study before 
any final conclusion was reached. 

The most impressive thing that the AMA does is 
the job it does for the individual physician whether 
or not he is aware of it. The Association is ours to 
call on for help in any kind of dilemma, either 
scientific, economic or in simply getting along with 
our patients and fellow practitioners. And although 
the immediate threat of the socialization of medicine 
seems to have been removed by recent events the 
AMA will continue to be aware of this possibility and 
continue to remind us that eternal vigilance is the 
price of freedom. 

Robt. Wilson, Jr. M. D. 


REPORT OF MAGNUSON COMMISSION 


Much will be said and heard about the report of 
the Magnuson Commission which has been released 
recently. We are presenting herewith a summary of 
the report which was prepared by the staff of the 
Washington office of the A.M.A. Those who wish more 
detailed information should write for the full report, 
when it becomes available. 


The report of the President’s Commission on the 
Health Needs of the Nation recommends that the 
federal government take the lead in bringing about 
a series of momentous changes that would affect 
virtually every phase of medical activity. The cost 
would be about $1 billion more annually, which the 
Commission says the country cannot afford not to 
spend. 

The Commission, under chairmanship of Dr. Paul 
Magnuson, has been surveying medical problems for 
the last year. It was appointed by President Truman 
and expires on December 29. President-Elect Eisen- 
hower up to now has not indicated his attitude to- 
ward the Commission. 


Made public today was the first volume, containing 
all recommendations. The remaining four volumes, 
devoted to details and statistics, are not yet ready for 
release. Following are more important findings and 
recommendations: 


CREATION OF A CABINET-RANK DEPART- 
MENT Of HEALTH AND SECURITY. 


The Commission decided that the interrelationship 
between federal health functions and general security 
functions “ . . . is so fundamental that it indicated 


the desirability of combining” them. (Commissioners 
Evarts A. Graham and Russel V. Lee dissented, 
urging instead a cabinet Department of Health. Com- 
missioner Joseph C. Hinsey advised more study.) 
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Also at, the top level would be a permanent fed- 
eral Health Commission, similar to the Mag- 
nuson Commission, whose duty it would be to 
observe and report annually on all national 
health matters. It would contain no U. S. or state 
employees and not more than half of its members 
could be professional persons. 

The tentative budget sets aside $1 million to finance 
the Commission and federal programs for industrial 
health and migrant workers, but does not give a break- 
down of costs for the three operations. 


U. S. WOULD SUBSIDIZE PREPAYMENT PLANS, 
OPERATING THROUGH STATE AGENCIES. 


The Commission accepts the present prepayment 
plans as the most feasible vehicle for eventually 
bringing comprehensive medical protection to almost 
everyone. The report reviews other suggestions in 
this area (Ives, Hill bills, etc.), then makes a new 
proposal. The administrative mechanism would be a 
federal-state program under which a single state 
health authority would draw up an overall state plan 
for using all available services and facilities, operating 
through local or regional health service authorities. 
The local prepayment plan would be the basic 
financing unit. 

Each state’s share of the federal funds—to be 
matched by the states—would depend on the state’s 
income, with the poorest states receiving the largest 
per capita grants. An annual federal appropriation of 
$750 million is proposed for this particular purpose. 
Federal funds, administered by a unit of the new 
Department of Health, would flow to the states, thence 
to the local level, and be used (a) to pay premiums 
for welfare cases, (b) to promote and extend pre- 
payment coverage to the general public, subsidizing 
low-income groups where necessary, and (c) to 
operate facilities for long-range illness, available to 
all without a means test. To further encourage pre- 
payment plans to extend coverage and liberalize bene- 
fits, the ban would be lifted on payroll deductions 
from U. S. employees, and OASI funds would be used 
to pay premiums for OASI beneficiaries. Eventually, 
care of veterans, merchant seamen and other federal 
charges would be absorbed by the state and local 
systems. 


GROUP PRACTICE, MORE ATTENTION TO 
G. PS, AID TO LOCAL PUBLIC HEALTH UNITS. 


On medical service organization, the Commission 
expresses its findings as follows: “The genius for or- 
ganization, so characteristic of American life in gen- 
eral, is conspicuous in health services by its absence 
. . . the lack of organization that prevails in medical 
practice is the despair of the industrialist and the 
labor leader.” The report recommends: 

For General Physicians—Their education, training 
and economic status should be studied and redefined; 
ways must be found to extend hospital affiliation to 
them or both doctor and patient will suffer. 
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For Specialists—Much greater emphasis on group 
practice. ,The report states: “We _ believe- funda- 
mentally that group practice Offers a desirable method 
of providing medical services, properly organized and 
administered, so as to avoid the exploitation of one 
physician by another or by controlling heirarchy, and 
geared toward practicing the highest quality of medi- 
cine. 


Coordination—Regional grouping of health services 
is suggested for sparce areas, with maximum co- 
operative use made of all available personnel and 
facilities. Federal loans are proposed to local organiza- 
tions for establishing prepayment plans in which 
group practice would be utilized. A federal expendi- 
ture of $10 million annually is suggested to cover 
costs of these two activities. 


Public Health—Federal grants totaling $60 million 
annually are proposed to help in establishing, main- 
taining and expanding the operations of local public 
health departments; present categorical federal grants 
would be increased and new ones authorized as 
problems arise. 


HOSPITALS’ FUNCTION AS HEALTH AND RE- 
HABILITATION CENTERS FOR COMMUNITY. 


The Commission advises extension of the Hill- 
Burton hospital construction program beyond its 1955 
expiration date; also, annual appropriation to HB of 
$150 million, in contrast to current $75 million. In the 
HB program, more attention should be paid to con- 
struction of health centers and special facilities for 
mental, chronic and tuberculosis care and for re- 
habilitation and research projects. 


Establishment of medical centers in hospitals is 
strongly advocated. The report says: “The hos- 
pital of tomorrow should be a_ well-rounded 
health center from which preventive, diagnostic 
treatment, rehabilitation and home care services 
radiate to the entire community. It should be the 
center of the physician’s professional life, pro- 
viding laboratory and X-ray facilities for his 
use . . . In the interests of preserving and in- 
creasing our national health we can and should 
be satisfied with nothing less.” 

Facilities described above, plus group practice 
clinics, would form a nationwide network, largely 


sustained by prepayment insurance underwritten 
by the U. S. 


FEDERAL SUPPORT OF MEDICAL SCHOOLS 
RECOMMENDED TO INCREASE PHYSICIAN 
SUPPLY. 


The report is uncompromising on personnel short- 
ages. It concludes: “There are not enough general 
physicians . . . pediatricians . . . faculty members . . . 
specialists of all types with possible exception of sur- 
geons . . . mental and tuberculosis hospitals are 
critically short of staff . . . growth of prepayment 
plans and extension of preventive medicine will in- 
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crease the demand fpr physicians . . . No matter what 
is done, we expect continuing shortages in the next 
few years.” 


The Commission proposes $100 million annuually 
in federal grants to medical and allied schools 
almost without restriction as to purpose. Money 
could be used to meet deficits, to purchase equip- 
ment, for modernization, for maintenance and for 
improving curricula. However, there would be 
these restraints on the federal government: 
“There must be no federal control over the cur- 
riculum or administration of any school, or the 
admission of applicants, except as may be neces- 
sary to maintain minimum standards.” 


No attempt is made to hold states and local com- 
munities responsible for maintaining medical schools, 
nor are these non-federal sources called upon to in- 
crease their contributions in view of the medical 
schools’ fiscal difficulties. There is this statement: 
. any federal grants should supplement, not re- 
place, state appropriations and private gifts, and should 
not exceed a designated percentage of a school’s total 
operating budget.” Federal scholarships also would 
be made available to qualified needy students.” 


CARE OF MILITARY DEPENDENTS QUES- 
TIONED; CONGRESS ASKED TO RULE ON VA 
PROBLEMS. 


_The Commission recognized the complaints of the 
medical profession against drafting of physicians to 
care for dependents of military personnel; the report 
suggests that if Congress decides such care is a mili- 
tary responsibility, it might be furnished through pre- 
paid health policies. Congress is also urged to estab- 
lish a clear-cut policy on the medical care of veterans 
by Veterans Administration. In its absence, the Com- 
missioners decline to make any firm recommendations 
regarding the government’s responsibility to care for 
veterans whose illnesses and injuries are not service- 
connected. 


ADDITIONAL RECOMMENDATIONS: $20 mil- 
lion more is proposed for federal research and research 
grants programs. Development of improved methods 
of measuring morbidity at the federal level is recom- 
mended. Also discussed are problems in virtually 
every medical field, with recommendations made in 
most instances. 


MEDICAL ADVISORY COMMITTEE 
OF SOUTH CAROLINA 
INTERIM REPORT 
11/21/52 


The funciion of the Medical Advisory Committee is 
to recommend the essentiality or availability of Doc- 
tors in South Carolina. The recommendation is made 
to Selective Service in case of men under their juris- 
diction and the Armed Forces in cases of men who 
hold reserve commissions. 
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In order for a man to be essential, he must fill all 
three of the following criteria: 


. He must be doing work essential to the health 
and welfare of the community. 


. No other person in the community can do his 
work. 


. He cannot be replaced. 


Recommendations as to “essentiality” cannot be for 
a period of over six months according to policy of the 
National Advisory Committee of which our Com- 
mittee is a part. At the end of that period a case 
might be reconsidered, provided evidence is shown 
that good faith effort has been made to secure a re- 
placement—such effort to be advertisements run in 
medical journals, contacting of Residents getting out 
of Hospitals, returnees from service, etc. 
Classification is made by local Selective Service 
Boards. In most instances they have followed our 
recommendations. Local Boards of Selective Service 
classify men as follows: 
IA Available 
II A Essential 
Ill A Extreme Hardship 
IV A Sole Surviving Son 
IV F Not acceptable to the Armed Forces for 
"Service 
1 C On active duty 
1 D Commissioned in Reserve. Not yet called. 


There were, as of November 1, 1952, three men of 
Priority I in 1A. That means they were subject to be 
drafted, (called for Dec. 2Sth). 


There were eleven men of Priority I classified 2A 
by the Local Boards. So long as they are kept in 2A 
they cannot be touched. Of this group, the Medical 
Advisory Committee recommended “essential” in the 
case of four men. One of them teaches in the Medical 
College. Our instruction from Washington is not to 
cripple our Medical Colleges. Two of these men are 
negro Doctors. The sub-committee from Palmetto 
Medical Association recommended “essential” for the 
two negro Doctors on the grounds of the large negro 
population in this area and that they met the three 
criteria necessary for an “essential” recc dation 
The other man is in a small town and temporarily 
recommended “essential.” In the case of five men 
your committee recommended “available,” but the 
local board saw fit not to accept this recommendation 
and declared them “essential.” In case of two others, 
they have not finished their internship, so are not 
“available.” 

In the case of Priority II men, one is IA and subject 
to the draft. Eleven are in 2A. This group is broken 
down as follows: Recommended “essential” by your 
Medical Advisory Committee; one in a small town; 
one Health Officer, age 45. Recommended “Available” 
by your committee but declared “essential” by local 
board, seven men. One transferred for pre-induction 
exam but subsequently reclassified 2A, and one other 


now under consideration. 
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As mentioned above, the above recommendation of 
“essential” are for six months periods, therefore, some 
2A men can be expected to later be placed in 1A. 

The ID group are those men who accepted com- 
missions. These men are no longer under the jurisdic- 
tion of Selective Service but subject to call by the 
Armed Force to which they belong. There are twenty- 
one men in this group from Priority I and nine from 
Priority II. 

The December draft call in South Carolina was for 
six men. Only four were available. It was partially 
filled by Selective Service sending in the names of 
three Priority I men and one Priority II man. It is 
expected that all of these men will obtain com- 
missions before their induction date. 

Of those men in the Reserves during the past year, 
the Army has called upon us for recommendations in 
the case of eleven men. We declared all “available,” 
except one man who is deferred until February 20, 
1953 on account of scarcity of medical care in the 
vicinity. 

The Navy has called on us in twenty-one cases. We 
recommended “available” in twelve cases. The others 
were recommended “essential” for six months as fol- 


lows: 
Teaching in Medical College 
Finishing Residency 
Lack of medical care in the community 


Three months delay to clear up O. B. cases and 
close out business 


Except in cases of those teaching in South Carolina 
Medical College, it is expected that all will be 
“available” within six months. 


The last request our committee received from the 
Army was a recommendation of a Priority II man who 
had served fourteen months. The Army is now in that 
group. The last request from the Navy was for recom- 
mendation of Priority II who had served up to twenty 
months. 


Not only do we have Priority I and II men who 
obtained commissions after they registered for the 
draft but we have men who were already in the re- 
serve and therefore, did not have to register. These 
men are available to answer calls from the Armed 
Services before Priority III men are reached. However 
Military authorities advise me that while technically 
correct, from a practical standpoint they expect to 
find it necessary to call some Priority III men to fill 
induction quotas before all Reserve Priority I and II 
men are called. They are called according to the same 
plan used by Selective Service; for instance, in 
Georgetown County, there are no Priority I or II men 
who registered under the draft either in 1A or 2A or 
ID. One Priority II physician from Georgetown is 
now on Active Duty. There are two who are reserves 
and did not have to register. One served eighteen 
months in the Army and will be subject to call when 
the Army gets to the eighteen months group. The other 
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holds a Navy commission and will be subject to call 
when the Navy reaches his group. Neither has been 
recommended “essential.” 

All of Priority I and Priority II men who are avail- 
able, will be called before Priority III is reached. 
Priority I and III men are called according to age, 
the youngest first. Priority II and IV are to be called 
according to length of service, the shortest period first. 

As Priority III men are to be called according to 
age, the youngest first, they can expect to be called 
somewhat as outlined below. 

The group of Priority III men that can expect to be 
called first are those under thirty years of age. Very 
few of these men have been out of college long 
enough to establish a position of “essential” in the 
community. It will be probable that these men will 
be made available and called up during the middle or 
last part of 1953. 

The next group from 30 to 34 years of age can 
expect to be called up sometime around August or 
September 1953. While few of these men have estab- 
lished themselves as essential to the community, in 
‘most instances they will not be essential. 

Group three are those over 35 years of age and up 
to 39. Many of these physicians received their medical 
education prior to World War II and were deferred 
during that war for adequate reasons. Some of them 
failed to pass the physical examination. Having been 
in pactice for, from ten to fifteen years, a considerable 
number of them may expect to have established them- 
selves as essential. The number of this age group who 
would pass the physical examination can be expected 
to be lower than those of the younger group. Unless 
conditions change, we might expect some of these 
men to be called up at the end of 1953 or the first 
part of 1954, depending upon the total number of 
Priority III men available over the country. 

In group four are those men from 40-44 years of 
age who have been practicing from fifteen to twenty 
years prior to World War II and in all probability are 
still essential in their community. 

In the fifth group would be those men from 45-49 
years of age which is a rather large group. In most 
instances, they will have proved themselves essential 
to the community or have failed to pass the physical 
examination. It would be rather unusual for the Ad- 
visory Committee to declare one of these men avail- 
able for duty. 

The sixth group are those men over 50 years of 
age but still under the 51 deadline. A small number 
of these men were registered and there seems no 
likelihood at all that they will be called. 

This various grouping that I have just described is 
not official but is a breakdown by age of the Priority 
III group in order to let those men know what to 
expect. 

There is no present plan for call-up of Priority IV 
men under Public Law 779 as it now stands. (How- 
ever, classification may be accomplished in the near 


future. ) 
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To list the order of call by names of Priority III 
men would not be possible because the results of 
physicals have not been reported and the question 
of “essential” has not yet been passed upon for this 
group. Sufficient to say that they will be called by 
age, the youngest first and their essentiality will be 
passed upon by the committee using the same yard- 
stick as stated above. There are a few cases in the 
State in which your committee is in disagreement 
with Selective Service Local Boards but as a whole, 
Selective Service has been very cooperative. In 
making such determination, the local boards give con- 
sideration to but are not bound by any advice offered 
by the Medical Advisory Committee. 


Reasons used by local boards in deferring men 
recommended “available” by the Medical Advisory 
Committee can only be given by local boards. 

Regional committee members have been most co- 
operative in carrying out their duties. Our office has 
attempted to aid many men in clarifying their draft 
or service status. Numerous delegations have been re- 
ceived from communities and many phone calls and 
personal interviews accomplished. Close liaison is 
maintained with State Selective Service and South 
Carolina Military District Headquarters. Numerous 
requests for information from other State Head- 
quarters have been received. Our office would like to 
write more letters but stenographic help of ten hours 
a week is insufficient to do this. 


Your Medical Advisory Committee welcomes in- 
formation as to the “availability” or “essentiality” of 
any doctor. 

Frank C. Owens, M. D. 
Chairman, Medical Advisory 
Committee to Selective 


Service in South Carolina 


Symposium Cardiovascular Disease 
Greenville General Hospital 
Wednesday, 4 February 1953 

9:00 AM- 9:30 AM—Dr. Richard Bing 

9:40 AM-10:10 AM—Dr. Robert Grant 

10:20 AM-10:50 AM—Dr. Dwight Harken 

11:00 AM-12:30 PM—Clinical Pathological Confer- 
ence: Dr. Robert Grant, Dr. Paul D. White, Dr. 
Arthur Dreskin 

12:30 PM- 2:00 PM—Lunch 

2:00 PM- 2:30 PM—Dr. Richard Bing 

2:40 PM- 3:10 PM—Dr. Paul D. White 

3:20 PM- 3:50 PM—Dr. Robert Grant 

4:00 PM- 4:30 PM—Dr. Dwight Harken 

4:40 PM- 5:30 PM—Panel Discussion: Dr. Paul D. 
White, Dr. Richard Bing, Dr. Robert Grant, Dr. 


Dwight Harken 
7:00 PM—Dinner—Greenville County Medical So- 
ciety 


8:30 PM—Dr. Paul D. White 
9:00 PM—Dr. Dwight Harken 
(All physicians are cordially invited ). 
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Normal peristaltic action results from activity of the muscle layers as they 
are gently distended by bulk within the intestine; mucosal irritants cause 
overactivity of the muscle layers resulting in hyperperistalsis or spasm. 


Corrective Action of Metamucil® in 


Abnormal Physiology of Constipation 


Abnormally prolonged colonic reten- 
tion, whether in a spastic or an atonic 
colon, demands the greatest care to assure 
correction. 

The mucosa does not require stimu- 
lating; hence, stimulating cathartics, 
“roughage” and other physical and chem- 
ical irritating measures, are today often 
considered irrational. 

On the other hand, the muscularis 
does require a stimulus to initiate peristal- 
sis. This physiologic stimulus is the mech- 
anism by which bland distention of the 
colon establishes a reflex, with the mus- 
cularis at the terminus of the reflex arc. 

Metamucil literally reeducates the 
sluggish and also the spastic colon. Taken 
with adequate amounts of water, Meta- 


mucil forms a smooth, hydrophilic colloid. 
As this colloidal mass passes through the 
large intestine, it exerts a gentle, distend- 
ing pressure within the lumen, thus initi- 
ating the peristaltic reflex necessary for 
evacuation. 

A program of Metamucil therapy helps 
to restore proper tone to the intestinal 
musculature, thereby establishing proper 
bowel habits. 

Metamucil® is the highly refined mu- 
cilloid of Plantago ovata (50%), a seed of 
the psyllium group, combined with dex- 
trose (50%) as a dispersing agent. It is 
accepted by the Council on Pharmacy and 
Chemistry of the American Medical Asso- 
ciation. 

G. D. SEARLE & Co. 
Research in the Service of Medicine 
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A. M. A. NEWS-NOTES 
MORE BOOKINGS SEEN FOR “YOUR DOCTOR” 
FILM IN °53 


More and moré Americans will have the opportunity 
to see RKO-Pathe film, “Your Doctor,” during 1953. 
An estimated 12 million persons viewed the 15- 


minute movie-short in more than 2,000 commercial - 


theaters across the nation in 1952. 

After January 1, 16 mm. prints of the film will be 
available for showings to schools, service clubs, civic 
groups, industrial plants and special professional meet- 
ings. Produced by Louis de Rochemont in cooperation 
with the AMA, this film portrays the work of 35-year- 
old Dr. George Bond in his valley clinic in backwoods 
North Carolina. 

The American Medical Association also has made 
arrangements to obtain prints for state and county 
society film libraries. Societies interested in pur- 
chasing a print at cost may write to the AMA Public 
Relations Department. Details on distribution methods 
will be made available later. 


DR. BAUER WRITES HEALTH COLUMN 


“Health for Today,” an authoritative health column 
by Dr. W. W. Bauer, director of the AMA’s Bureau 
of Health Education, will be syndicated six days a 
week from coast-to-coast through King Features Syn- 
dicate. The first article will appear January 5, 1953. 
In his column, Dr. Bauer will discuss mainly health 
subjects rather than disease. He has received author- 
ization from the Board of Trustees. 


TOP SPEAKERS BILLED ON RURAL HEALTH 

PROGRAM 

Here’s a brief glance at the “theater marquee” for 
the Rural Health Conference February 27-28 at the 
Roanoke Hotel, Roanoke, Virginia. 

Principal “stars” include: Friday morning—Dr. F. S. 
Crockett, chairman of the AMA’s Council on Rural 
Health, reviewing the last seven years in “Looking 
Back to Look Ahead.” Friday afternoon—Dr. Carll 
S. Mundy, vice chairman of the Council, explaining 
various phases of financing rural medical care . . . 
Frank Peck, managing director, Farm Foundation, 
Chicago, “The Missing Item in the Family Budget” 
. .. Eugene Butler, editor, Progressive Farmer, Dallas, 
“Problems of Medical Care in the South.” 

Saturday morning, a series of success and ac- 
complishment stories—Miss Lilyan Zindell, administra- 
tor of Perry County Memorial Hospital, Perryville, 
Missouri, will tell how a community planned and 
constructed a community hospital . . . Dr. Edmund 
Yantes, Wilmington, Ohio, will give a follow-up on 
the Clinton County Survey on over-all health prob- 
lems in that area . . . Dr. B. N. Salzman, Mountain 
Home, Arkansas, will present a new general prac- 
titioner’s viewpoint on facing problems in a rural 
community Dr. Felix Underwood, director, 


Mississippi State Department of Health, will discuss 
medical scholarships. 
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Winding up the conference at Saturday's luncheon, 
Dr. Louis H. Bauer, AMA president, will tell “What 
Medicine Is Doing’—pointing out the Association’s 
many services to its physician-members and the gen- 
eral public. 


HERE’S NEW FILM CATALOG 


A revised list of medical and health films has been 
prepared by the AMA’s Committee on Medical Motion 
Pictures. Brief descriptions, running time, and rules 
and regulations are included in the catalog for 78 
medical films which are available from the Committee. 
Copies of the list may be obtained from the Com- 
mittee. 


PLANS NEARLY COMPLETE FOR BIGGEST AMA 
MEETING ON RECORD 


Hardly is the debris swept away from one AMA 
meeting when it’s time to plan another . . . especially, 
when the next annual meeting of the Association is 
expected to top all previous records—including the 
total attendance of 15,667 physicians made at the 
centennial session of 1947 at Atlantic City. 


As early as last spring, AMA headquarters staff men 
settled preliminary arrangements with contractors, 
truckers, decorators and convention hall officials for 
the June meeting to be held in New York City. 


During the first part of January, more than 5,280 
square feet of exhibit space will be sold to approxi- 
mately 350 commercial firms. Space has been allotted 
on the first three floors for the Technical Exposition 
and on the fourth floor for the Scientific Exhibit. 


More than 12,000 hotel rooms in New York have 
been pledged for the convention. Physicians planning 
to attend the meeting may make their reservations as 
soon as the hotel advertisement appears in the Journal 
of the AMA. 


DEATHS 


BENJAMIN NEELY MILLER 


Dr. Ben Neely Miller, 76, of Hickory Grove, died 
at - home of his daughter in Columbia on November 
25th. 


Dr. Miller received his education at Davidson Col- 
lege and the University of the South in Sewanee 
(Class of 1905). In 1906 he began practicing medi- 
cine in Hickory Grove and served that community as 
its beloved physician and friend for more than fifty 
years. Dr. Miller was a founder of the York County 
Medical Society and was an Honorary member of 
that organization as well as the South Carolina Medi- 
cal Association and the American Medical Association. 


He is survived by one son, Dr. Ben N. Miller, Jr. 
of Columbia, and two daughters, Mrs. Charles M. 
Douglas of Columbia, and Mrs. George A. Meares of 
Spartanburg. 
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BLANCHE URANIE McCOWN JONES 


Dr. Blanche U. McCown Jones, 33, was found dead 
in her bathroom early on the morning of December 
21, at her home in Texas. She was married on De- 
cember 11 at the home of her mother in Charleston, 
to Colonel Paul Jones, a retired Army officer. 

Dr. Jones was graduated from the Medical College 
in Charleston in 1943. She had been practicing in 
Burnet, Texas for the past three or four years. 


NEWS ITEMS 


Dr. Malcolm L. Marion has reopened his office in 
Chester for the general practice of medicine, after two 
years of active duty with the Army. 


Dr. Robert W. Patton has opened offices in Rock 
Hill for the practice of general medicine. He practiced 
in Fort Mill before being called into service in 1950. 
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has returned to Greenville to 
er two years of service with the 


Dr. Eugene Yeargi 
practice pediatrics 
Army Medical Corps. 


Dr. Wallis Cone of Sumter, was recently elected 
president of the Sumter County Medical Society. 


Dr. Charles L. Josa, a native of Hungary, has re- 
— joined the staff of the State Training School at 
clinton. 


Dr. H. Neils Wessel, formerly of New York State, 
has opened his offices in Greenwood for the practice 
of urology. 


Dr. George T. McCutchen was elected president of 
the Columbia Medical Society at a recent meeting. 


Dr. and Mrs. James T. Green, Jr., of Columbia 
announce the birth of a son, William Shand, on De- 
cember 5th, at the Columbia Hospital. 


Dr. Joseph Tobin, who has been practicing in Den- 
mark for the past few months, has left to serve with 
the Army Medical Corps. 


THE TEN POINT PROGRAM 


M. L. MEADORS, DIRECTOR OF PUBLIC RELATIONS AND COUNSEL 


BLUE SHIELD 
SUBSCRIPTION AGREEMENTS 


( Third in a Series of Articles ) 


There are two types of Subscription Agreements 
offered by the South Carolina Medical Care Plan. The 
first, and that originally offered, is termed the “Sur- 
gical Agreement.” Subscribers to this agreement are 
protected against the costs of surgical operations and 
manipulations and against those of obstetrical de- 
livery. 


The second type of agreement is termed “Medical- 
Surgical.” This agreement first became effective on 
September 1, 1952 and has already become popular 
with our subscribers. It costs the subscriber fifty cents 
or less per month more than the Surgical Agreement, 
and its protection applies not only to surgical condi- 
tions and obstetrical delivery, but it also pays a cash 
benefit of up to $4.00 per hospital day after the second 
day for medical cases and an anesthetic benefit up to 
$15.00 for any one hospital admission. 

The Surgical Agreement subscribers are divided 
into two classes: the group subscribers and the non- 
group subscribers. The benefits offered in these are 
identical, and their only difference is in the method 
of paying dues. 


The Medical-Surgical contracts are divided into 
three classes: the group contract, the non-group con- 
tract and the group type II contract. The non-group 
agreement is not issued to anyone who, on the date 
of application, has reached his 65th birthday or whose 


spouse is already 65 on that date. In other respects, 
the two agreements are identical. 


The Medical-Surgical Type II agreement is a 
special contract offered to our largest group, namely 
DuPont employees. Because of the tremendous size 
of this group, certain liberalizations could be made 
in the coverage. The most important of these is a 
cash allowance up to $5.00 per day for each hospital 
day after the second for medical illnesses. Other 
differences apply to waiting periods and will be 
mentioned later. 

There are certain limitations applicable to all our 
contracts and they are clearly stated in the printed 
agreement. Participating physicians should be familiar 
with them. 

The surgical agreement does not cover professional 
treatment of any condition not requiring surgical or 
obstetrical services as defined in the contract. This 
excludes medical care in contradistinction to surgical 
or obstetrical care. 


All contracts do exclude benefits for professional 
services rendered in the home, except obstetrical de- 
livery and immediate postnatal care, and in any 
place other than in a regularly accredited hospital or 
the office or clinic of a duly licensed doctor of medi- 
cine. All contracts exclude fees for prenatal care and 
services during pregnancy other than necessary sur- 
gery—Except under Medical-Surgical contracts hos- 
pital treatment of medical complications of pregnancy, 
i. e. toxemia of pregnancy and pyelitis of. pregnancy, 
demands a cash indemnity for each hospital day after 
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the second, as in other medica] conditions. Hospital, 
dental and nursing services, medicines, drugs, ap- 
pliances, materials and supplies are not paid for. This 
excludes payment for antibiotics and antitoxins, even 
though administered by the doctor in the course of 
his treatment. It also excludes the payment for ortho- 
pedic braces. Laboratory fees are excluded, except 
that a fee of $5.00 is allowed for pathological ex- 
amination of tissue in the case of biopsy done on 
non-hospitalized patients. 


All contracts exclude fees for x-ray examinations, 
except diagnostic x-ray examinations made in the out- 
patient department of a hospital or in the doctor's 
office as a part of the first-aid care rendered in con- 
nection with an accident. In such cases, a maximum 
fee of $15.00 will be allowed. If that fee does not 
cover all the x-ray examinations required in handling 
a case, the Participating Physician is at liberty to 
charge a supplementary fee, using the Plan’s fee 
schedule as a guide. 


Fees for x-ray therapy, physiotherapy, diathermy, 
and radium therapy (except a fee for insertion of 
radium) are specifically excluded. 


Plastic operations for cosmetic or beautifying pur- 
poses are not paid for, and no contract provides pay- 
ment for services in Workman Compensation Cases, 
Rehabilitation cases, ete. which can be obtained with- 
out cost to the subscriber. 


Fees for professional services rendered in the treat- 
ment of mental disorders, venereal diseases, pul- 
monary tuberculosis, drug addiction or alcoholism are 
not provided except during that time when the sub- 
scriber is confined in a regularly accredited general 
hospital, and provided subscriber has medical cover- 
age. 


Medical benefits are limited to a maximum of 28 
days in any one contract year. 


Surgical treatment of complications of medical 
cases will be paid for at the prevailing rate—but per 
diem cash indemnity for medical hospitalization will 
cease on the day such surgery is performed. 


Although it is not specifically excluded in the con- 
tract forms, no fee is provided for assistants to the 
operating surgeon, and to provide such assistance, 
should it be required, is considered an obligation of 
the hospital or the surgeon without extra fee to the 
subscriber. 


Waiting periods before a fee is allowed for certain 
operations are provided for in all contracts. Profes- 
sional services are not covered during the first 12 
months of membership for conditions known by the 
subscriber to exist on date of application for member- 
ship. The reason for this is obvious, and Participating 
Physicians are requested to assist in excluding pay- 
ments to members who joined the Plan for the 
specific purpose of getting an already-needed opera- 
tion with little cost. 
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Obstetrical services are not available until the 
agreement has been in effect for 10 consecutive 
months (9 months for members of the DuPont 
Group ). However, coverage is provided for abortions 
and premature labors when conception presumably 
occurred after the effective date of a family member- 
ship. This is a provision subject to abuse and 
Participating Physicians can render valuable assistance 
in eliminating such abuse. 


Tonsillectomy, adenoidectomy, hemorrhoidectomy 
and herniorrhaphies (except operations in strangu- 
lated hemorrhoids and hernias) are not covered for 
a period of 6 months from date of membership. 


The objectives of our Plan are to provide the great- 
est coverage, at the least cost, to our subscribers, but 
with the least sacrifice by our Participating Physicians. 
To accomplish this, uncovered claims must be recog- 
nized and disallowed, and the physician can assist 
greatly in their recognition. 


Next month other features of the Subscription 
Agreement will be presented. 
J. Decherd Guess, M. D. 
Medical Director 


Addressing the House of Delegates of A.M.A. at 
the Denver meeting, President Louis H. Bauer said 
that even though medical schools today are turning 
out doctors at a rate faster than the population is in- 
creasing, something must be done to get more doctors ° 
in so-called isolated areas. 


“First, we must encourage communities to estab- 
lish facilities for a doctor to practice good medicine,” 
he said, “and, second, we must recommend that our 
specialty boards revise their requirements. 


“The present system results in more men going into 
the specialties of medicine than is desirable, as they 
realize that if they are ever to become specialists, 
they must begin their training immediately on grad- 
uation. The present system practically prevents a gen- 
eral practitioner from becoming a specialist. The best 
specialist is the one who has a background of general 
practice.” 


Dr. Bauer suggested that it would be desirable to 
provide for greater recognition of general practice as 
one of the requirements for at least the majority of 
special fields. 


The A.M.A. president, whose address appeared in 
full in a recent issue of the Journal A.M.A., touched 
on public health facilities, voluntary health insurance 
plans, “commercialism” in the practice of medicine, 
and the disciplining of unethical members. 
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HOUSE ACTION ON DOCTOR DRAFT LAW 


The House of Delegates of the American Medical 
Association, meeting at the Clinical Session in Denver, 
adopted a resolution which followed in part the pro- 
posals offered by the Pennsylvania State Medical So- 
ciety. 

The reference committee report as adopted by the 
house was as follows: 


Resolved, That for the interim until the next regu- 
lar meeting of the House of Delegates, the Board of 
Trustees and the Council on National Emergency 
Medical Service are authorized and directed as fol- 
lows: 


1. To follow closely all developments, both national 
and international, which might affect the quantitative 
requirements of the armed forces for medical officers. 


2. To support legislation designed to provide the 
number of medical officers required to care adequately 
for the health needs of the uniformed armed forces, 
which will, so far as consistent with the public interest, 
guard the following principles: 


A. Physical requirements for medical officers 
should be realistically revised to the end that physi- 
cians with physical defects be utilized with ap- 
propriate assignment. 


B. More effective recruitment methods should be 
developed for career personnel in military medicine; 
and the Armed Forces Medical Policy Council's 
efforts in this direction should be supported. 


C. The greater use of civilian doctors of medicine 
and civilian hospital facilities, whenever and wherever 
feasible, in the care of both military and non-military 
personnel and dependents of military personnel, should 
be encouraged. 


D. Since the total number of doctors of medicine 
available to the various governmental agencies and 
for the general health needs of the nations, is an 
irreplaceable pool of relatively fixed proportion, it 
must be utilized in the most economical and efficient 
manner. 


E. Conditions of service in the several govern- 
mental agencies should be sufficiently uniform to 
avoid undue competition for medical personnel. 


F. Consideration should be given to an equitable 
point system in the induction of doctors of medicine 
into the medical departments of the armed services. 


G. In regard to the operation of the existing doctor 
draft law, the President of the United States should 
be requested by the A.M.A. to defer any call-up of 
Priority III physicians under Public Law 779 until the 
Selective Service System and the Department of De- 
fense have completed the processing of all physicians 
in Priorities I and II and have called to active military 
service all physicians in these groups except those 
very occasional individuals whose further deferment 
is essential to the nation’s health, safety and interest. 


THE JOURNAL oF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


HEALTH COMMISSION REPORTS 


The voluminous report of the President’s Com- 
mission on the Health Needs of the Nation was made 
public in mid-December. 

Shortly afterward, the four-man committee ap- 
pointed by the Board of Trustees to study the report 
decided to issue a statement to the press because it 
was felt that at least one major recommendation of 
the commission is “so obviously objectionable” that 
the public’s attention should be called to it immedi- 
ately. 

The statement was issued for the committee by 
A.M.A. President Louis H. Bauer. He made it clear 
that the American Medical Association is withholding 
comment on the full report of the commission pending 
a careful study of the document. It will be several 
weeks before the A.M.A. committee makes _ its 
analytical report. 

Dr. Bauer referred to Point 4 of the commission’s 
recommendations, which reads: 

“Funds collected through the OASI (Old Age and 
Survivors Insurance) mechanism be utilized to pur- 
chase personal health service benefits on a prepay- 
ment basis for beneficiaries of that insurance group, 
under a plan which meets Federal standards and 
which does not involve a means test.” 

“We wonder,” Dr. Bauer said, “if all the com- 
mission members who signed the report understood 
the full implications of this recommendation. 

“Although the commission does not use the term, 
this proposal, in effect, recommends national compul- 
sory health insurance. 

“We find it extraordinary that this commission 
should, in its report, recommend a governmental sys- 
tem of paying for medical care which has been re- 
jected repeatedly by the American people, by Con- 
gress and by the medical profession. 

“In this single recommendation, the commission 
proposes that funds collected through the Social 
Security System be used to purchase medical care for 
beneficiaries. (now 4% million) covered by that sys- 
tem. Under this plan, the federal government, through 
payroll deductions, would pay directly for the medical 
care of an ever-increasing segment of our population, 
and our health- services wou!d inevitably be controlled 
by Big Government. 

“In our cursory study of the report, we have ob- 
served numerous false and contradictory conclusions 
and questionable recommendations which the Ameri- 
can Medical Association will comment upon in detail 
at a later date.” 


VA MEDICAL DEPARTMENT 
REORGANIZATION UNDERWAY 


A reorganization of Veterans Administration’s De- 
partment of Medicine and Surgery already is under 
way, based in part on recommendations contained in 
the Booz, Allen & Hamilton management survey of 
the agency. VA Administrator Carl R. Gray, Jr., an- 
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nounced that administrative changes were being put 
into effect at the same time that he made public the 
10-volume report. The report raises a series of ques- 
tions about non-service connected cases and recom- 
mends that Congress look into this problem. 


Although many of the management experts’ medical 
department suggestions were adopted in one form or 
another, there was one important exception. The re- 
port recommended establishment of 20 Medical 
Centers, each for a specific area and with manager 
having full operating authority. VA chose instead to 
continue its present system, under which the Chief 
Medical Director in Washington is responsible for 
the operation of VA’s 157 hospitals and 107 clinics. 
He is represented in the field by six Area Medical 
Directors. 


VA will continue all of its present medical advisory 
organizations—the administrator’s Special Medical 
Advisory Group, the Board of Chief Consultants to 
the chief medical director, the Deans Committees 
and other consultant units. 


The Medical Department will take over direct con- 
trol of (a) clinics in Regional Offices, (b) non- pro- 
fessional employees, (c) supplies and on-the-sta- 
tion maintenance, and (d) Special Services, in- 
cluding recreation and canteens. 


In briefest form, the new VA administrative structure 
will include: 


1. Four assistant chief medical directors for plan- 
ning, research and education, dental services, and 
operations—with a controller of equal rank. The 
BAH report called for only three such directors, 
for planning, research, operations. 


2. The planning section, a new conception, absorbs 
the previous professional services section and also 
takes over planning work for Special Services. It 
will do analysis and planning only, will not be- 
come involved in operations. 


8. Operations will be the responsibility of the 
operations director, who will handle domiciliary 
homes, clinics, canteens, etc., as well-as hospitals. 


4. Functions of the assistant chief medical direc- 
tors for research and dental services will remain 
substantially the same, but the dental chief will 
benefit from a stronger administrative arrangement. 


5. The controller will handle all budgetary matters 
in the department and maintain contact with the 
overall Veterans Administration controller. 


The new machinery places far heavier responsibili- 
ties on the Chief Medical Director, Vice Adm. Joel T. 
Boone, and his staff. 


Veterans Administration should seek clarification or 
revision of the law dealing with medical care of non- 
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service connected disabilities, 
Hamilton management survey 
states: 


the Booz, Allen & 
advises. The report 


“Successful adoption of this recommendation will 
go far toward correcting a situation which has made 
the medical program (of VA) the constant target 
of criticism and misunderstanding, much of it un- 
deserved. It will also make it possible for VA to 
discharge its important responsibility for soundly 
planning its medical program.” 


The report notes that it is apparent Congress in- 
tended VA to render care to non-service connected 
cases because it has authorized construction of more 
beds than are needed for service-connected dis- 
abilities. “Yet the beds authorized are too few to 
take care of potential non-service connected load,” 
the report adds. It said VA officials estimate between 
41,000 and 51,000 beds would be ample to meet all 
future needs for service-connected disabilities only— 
or about a third of the 131,000 beds VA expects to 
have in its own hospitals on completion of the present 
building program. But to care for all potential chronic 
and long-term disability cases in VA hospitals—non- 
service as well as service connected—would require 
building 25% more beds than currently planned, the 
report states. 


The report then points out that VA takes care of 
as many non-service connected disabilities of the 
acute, general medical and surgical types as it can. 
It adds: “Any one of the Nation’s anticipated total of 
approximately 22,000,000 veterans might, of course, 
become a candidate for hospital care in this final 
category Current conditions create variations 
and confusion which are extremely difficult, if not 
impossible, to plan for where legislation is the 
source of ambiguity and other difficulties of planning, 
VA should seek clarification or revision of the law.” 


HEALTH COSTS U. S. SAME AS 
DISSIPATION 


An economist told the President’s health commission 
recently that Americans spend about the same amount 
for liquor, tobacco and smoking supplies as they do 
for health and medical services. Emerson P. Schmidt, 
director of economic research for the Chamber of 
Commerce of the United States, said 1951 spending 
for medical services totaled about $13,600,000,000. 
This included government as well as individual spend- 
ing. In the same year the bill for alcoholic beverages, 
tobacco and smoking supplies was around $13,200,- 
000,000, Schmidt (Chicago Daily News, 
10/8/52). 


said. 
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WINCHESTER 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 
119 East 7th Street, Charlotte, N. C. 421 W. Smith St., Greensboro, N. C. 


Established 1919 


One of the oldest and largest surgical supply houses in the 
South. 


We are equipped to supply the physicians, hospitals, 
health departments and related institutions in North and South 
Carolina. 


We have a large stock of furniture, equipment, instru- 
ments and general supplies for immediate delivery. 


SALES + SERVICE 


PATRONIZE OUR ADVERTISERS 


They Help To Make The Publication 


Of This Journal Possible 


+ 
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Highly effective Well tolerated a feeling of well-being 


The menopausal patient 
nse of well-being 


< 


welcomes the se 
d by “Premarin.” 


imparte 


also known as Conjugated Estrogens (equine) 


AYERST, McKENNA & HARRISON Limited - New York, N. Y. + Montreal, Canada 


. 
. ON 
Estrogenic Substances (water-soluble) 
A. 42 = A 
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TEN POINT PROGRAM 
OF THE 
SOUTH CAROLINA MEDICAL ASSOCIATION 


1. Cooperation 


To promote closer cooperation and 
better understanding between all 
agencies, groups and individuals con- 
cerned with providing and improving 
medical care for the people of South 
Carolina. 


2. Extension of Medical Care 


To study constantly the need and 
availability of medical care in each 
county of the State and in the State at 
large. 

To promote plans for providing or 
improving medical care where is a 
need, particularly in the rural areas. 


3. Pre-Paid Hospital and Medical Care 


To make voluntary pre-paid hospital 
and sickness insurance available to all 
the people of the State (through Blue 
Cross, Blue Shield, and commercial in- 
surance policies), and to promote the 
widespread purchase of such insurance. 


4. Care of Indigent 


To work with local county and state 
agencies, and with philanthropic or- 
ganizations, toward securing good 
medical care for the indigent. 


5. Public Health 


To support the South Carolina State 
Board of Health in its broad program 
of preventing diseases and of safe- 
guarding the health of our people. 


6. Health Councils 


To support the State Health Council 
in its announced program. To sponsor 


the formation of a County Health 
Council in every county of the state, 
and to encourage our members to sup- 
port and to work with these organiza- 
tions. 


7. Hospitals 


To promote the expansion of present 
hospital facilities and the building of 
new hospitals—where there is a definite 
need. 


To strive for highest standards of 
professional care in the hospitals in the 
State. 


8. Medical Colleges 


To support the Medical College of the 
State of South Carolina and to bend 
our efforts toward keeping its stand- 
ards of education on a par with other 
medical colleges throughout the coun- 
try. 


To promote good nursing education 
and good nursing care throughout the 
State. 


9. Education of the Public 


To acquaint the citizens of the State 
with regard to the problems of medical 
eare in existence today, to inform them 
as to what is being done to solve these 
problems, and to advise with them as 
to further plans for securing better 
health and better medical care for the 
people of South Carolina. 


10. Political Medicine 


To prevent political control or 
domination of medical practice or of 
medical education. 
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— 


announcing 


A NEW PUBLIC RELATIONS AID 


--- to boost your PR rating 


TO ALL MY PATIENTS 


I mite you to discuss frankly 

with me any questions regarding 
my Services or my fees. 
The best medical service is based 


on a mutual under- 
standing between doctor and patient 


NEW OFFICE PLAQUE As you know, a physician’s best public relations is car- 
ried on right in his own office. Here the physician gets 
VY dark brown lettering on buff acquainted with his patients . . . gives them a chance 
to talk over problems . . . builds a feeling of mutual 
Y harmonizes with any office decor understanding between patient and doctor. 
Your American Medical Association has designed an 
VY measures 1112 by 74 inches attractive new office plaque to be displayed prominently 
on an office desk or wall. This is a graphic invitation to 
VY for desk or wall patients to talk over professional services and fees. Patients 
like to ask questions, but often are hesitant to do so. This 
VY laminated plastic finish plaque will open the door to better relations with your 
patients. Order one today. 


PRICE 
SSOCIATION 


$1 
POSTPAID 


MERICAN MEDICAL A 
535 North Dearborn Street 
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